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Cuthbert, J. B.: Comminuted Fractures of Man- 
dible. A Report on 25 Consecutive Cases from a 
Plastic and Jaw Unit EMS. Lancet, Lond., 1944, 
246: 748. 

A preliminary analysis of a consecutive series of 11 
cases of comminuted fracture of the mandible during 
the years 1940 and 1941 showed that the necessary 
treatment time was disappointingly long. In 5 pa- 
tients the fracture had not united by the thirty-sixth 
week, while the average time for union in the re- 
maining 6 cases was more than twenty-eight weeks. 
These figures contrast unfavorably with the average 
treatment time of a consecutive series of 66 cases of 
noncomminuted fracture of the mandible treated in 
the same two years, in which the average time for 
bony union was eleven weeks. 

Of the several conditions associated with delayed 
union or nonunion, the commonest were suppura- 
tion and sequestration. Sequestration of some of the 
fragments is almost invariable; suppuration persists 
for many weeks, and the case notes usually record 
several operations for drainage of submandibular 
abscess and removal of. a sequestrum during this 
time. 

In view of the disappointing results achieved in 
this series of cases by conservative treatment, it was 
decided to modify the plan in an endeavor to secure 
earlier bony union in a succeeding consecutive series 
of comminuted mandibular fractures. The aim was 
to avoid sequestration by anticipating it and remov- 
ing all portions of bone which, it was judged, might 
eventually become sequestra, and by providing early 
dependent drainage of the fracture lines by sub- 
mandibular incision. 

In series 1, the treatment was essentially conserva- 
tive: immobilization was provided mainly by inter- 
dental fixation and submandibular drainage was not 
provided as a routine, but only when there appeared 
to be clear clinical evidence of suppuration. The 
noteworthy features of this series were the prolonged 
treatment time (averaging more than twenty-eight 
weeks), the frequency of operations for the removal 
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of sequestra, and the high incidence of delayed union 
or nonunion. 

In series 2, the treatment was more radical: most 
of the fractures were explored by submandibular in- 
cision, and all bone fragments, except large frag- 
ments of almost certain viability, were removed. 
Every endeavor was made to avoid sequestration by 
removal of all bone which it was judged might pos- 
sibly sequestrate, and doubtless some portions of 
bone which might have survived were removed. The 
average time for bony union in series 2 was ten 
weeks, as compared with at least twenty-eight weeks 
in series 1; sequestration was relatively rare, and de- 
layed union or nonunion completely absent. 

Louts T. Byars, M.D. 


EYE 


Livingston, P. C.: Visual Problems of Aerial War- 
fare. ‘‘Night’’ Studies in the Dark-Adapted 
Eye. Lancet, Lond., 1944, 247: 33- 


Livingston discusses the visual problems of aerial 
warfare and reports his “Night” studies in the dark- 
adapted eye. In differentiating between cone and 
rod activity he points out that darkness is not the 
only medium through which one searches at night. 
Altitude, the period of night, the phase of the moon, 
the season, and atmospheric conditions influence the 
available light. In full moonlight cone function is 
dominant, assisted by the rods in an advanced but 
not complete state of adaption. Normally a 25-de- 
gree field is registered with a 3 mm. target of lumi- 
nosity of 5 by 10° candle power. The physiological 
characteristics of the scotopic field are as follows: 

The macular area. This scotomatous zone of 
insensitivity tested with selfluminous test objects of 
values far below those capable of being appreciated 
by the cones is found to be oval, limited above and 
below the fixation point at 2 degrees and on either 
side at 2.5 degrees, and the horizontal width projects 
toward the blind spot. The cell mosaic at the macula 
varies; in some cases rods intrude the cone area so 
that in these cases there is a higher capacity to see 
at night time. 
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The blind spot. This area when tested with a rod 
stimulus is larger than when outlined under routine 
methods in daylight. 

In discussing rod scotometry in physiopatho- 
logical states the author points out that from 3 to 4 
per cent of apparently normal people have a scoto- 
metric field outside of normal variations, peripheral 
contractions, and an increase in the scotomatous 
area around the fixation point. 

In vitamin-A deficiency enlargement of the blind 
spot and of the normal central scotoma beyond 
physiological limits, as well as a concentric contrac- 
tion of the peripheral field occurs. 

In anoxemia, rod sensitivity diminishes rapidly. 
This can be demonstrated in a low-pressure chamber 
which creates atmospheric changes which reduce 
oxygen and carbon-dioxide tension in the blood. It 
seems that cone vision resists oxygen want better 
than rod vision. 

In intracranial tumor, rod scotometry exposes 
affected areas which cannot be so clearly defined by 
tests in the daylight. 

In diabetic subjects exposed to the effects of 
anoxemia, rod scotometry rapidly exposes patches of 
lowered sensitivity. JosHua ZucKERMAN, M.D, 


Livingston, P. C.: Visual Problems of Aerial War- 
fare. ‘‘Day’’ Studies in Photopic Vision. Lancet, 
Lond., 1944, 247: 67. 


The author discusses the visual problems of aerial 
warfare in daylight, and reports his studies in 
photopic vision. He points out that not only the 
visual but also the psychological value of correcting 
small refractive errors should be considered seriously; 
that high astigmatic errors are better tolerated than 
relatively insignificant errors; that certain flying 
personnel, in spite of heterophoria, have no difficulty 
in judging distances; and that increased altitude has 
an effect on the scotopic visual field. 

The correction of refractive errors can be accom- 
plished with goggles, spectacles, or contact lenses. 
Goggles should be light and adjustable; they should 
protect against flash and against facial and ocular 
injury. The frames should be strong, the lenses made 
of safety glass, and the field of vision full. Royal Air 
Force goggles have a system of two windows on each 
side. Spectacles should have safety-glass lenses with 
toric surfaces. Spectacles are less likely to become 
misty, and the lenses in them can be set closer to the 
eyes, but they are less protective than goggles 
against strong air currents. 

Only 30 per cent of personnel are suitable subjects 
for glass or plastic contact lenses. They are usually 
prescribed for some trained aircrew personnel whose 
visual acuity has deteriorated. A small refractive 
error should be corrected if the subject experiences a 
sensation of relief when the correction is placed be- 
fore his eyes, if he is very sensitive to a change of the 
axis of a small cylindrical correction, or if he appre- 
ciates small alterations in spherical power. For pro- 
tection from “sunglare,” polaroid and Crookes’ B2 
antiglare glasses are recommended. 


Some personnel who have heterophoria learn to fly 
without difficulty, but others fail. Pilots who have 
exophoria hold off too high in judging distances from 
the ground; those who have esophoria tend to fly 
into the ground. Heterophoria which has been 
present since childhood is symptomless, inherent, 
and stable; that which is acquired in later life is un- 
stable. Among 1,000 pilots with heterophoria the 
greatest number had esophoria; next in frequency 
were those with convergence insufficiency. 

The results in 700 of 1,000 pilots who were given 
visual training in an experimental study were as 
follows: 242 men qualified as pilots; 214 reached the 
solo-flying stage of their training; 38 could not pass 
ground examinations; 170 were remustered to other 
forms of aircrew duty; and 36 failed in piloting from 
lack of air sense, or from inability to handle aircraft 
in landing. 

Orthoptic treatment is indicated if pilots ex- 
perience difficulty in judging height near the ground 
during elementary flying; if experienced pilots lose 
confidence in their ability to land; if they have any 
uncertainty in the intermediate stages of the ap- 
proach toward the landing path; if the instruments 
appear blurred, or there is any delay in the adjust- 
ment of focus for near and far distant objects; and if 
headaches and eyestrain appear after flying for a 
period of one or two hours. 

Marked esophoria, neglected esophoria, and hy- 
perphoria of more than 3 prism diopters are difficult 
to treat. Convergence weakness and uncomplicated 
exophorias respond readily to treatment. 

Simulated altitudes of 16,000 and 18,000 feet have 
a pronounced effect on the scotopic visual field. 
Changes occur at the periphery, at the blind spot, 
and in the central area. The retinal cones meet 
anoxemia with greater power of resistance. Periph- 
eral field contractions in daylight are comparatively 
slight, unlike those obtained in darkness, in which 
the contractions are greater. Visual acuity in day- 
light or artificial light seems to be unaffected, even 
up to the point of unconsciousness; but judgment of 
parallax, and the power of convergence and of ac- 
commodation are affected. At high altitudes, con- 
traction at the periphery of the visual field associated 
with small islands of depression is accompanied by 
restlessness, abdominal distention, and acute pains 
in joints and muscles. JosHua ZucKERMAN, M.D. 


Trevor-Roper, P. D.: The Late Results of Removal 
of Intraocular Foreign Bodies with the Mag- 
net. Brit. J. Ophth., 1944, 28: 36t. 


In the 154 cases in which a magnetic foreign body 
was successfully removed from the eye at Moor- 
field’s during the first four years of the present war 
the posterior route was used only twice. In 1 of these 
2 cases the eye became shrunken and in the other it 
required removal because of sepsis. In 2 other cases 
the removal was accomplished through the scleral 
route of entry with fairly good results. In the re- 
maining 150 cases the removal was accomplished 
through the anterior route. 
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The foreign body was in the anterior chamber in 
about 15 per cent of the cases, in the remainder of 
the cases it was drawn into the anterior chamber by 
a giant magnet, and final removal was accomplished 
by means of a hand magnet after a keratome in- 
cision. In 30 per cent of the cases there was a good 
result (vision 6/5 to 6/9); in 20 per cent a moderately 
good result (vision 6/12 to 6/60), and in 32 per cent 
a poor result (vision less than 6/60), and in 18 per 
cent excision was required. 

Damage to the lens gave a poorer prognosis; in 
two-thirds of the cases with undamaged lenses there 
was a good result and in two-thirds of those with 
damaged lenses there was a poor result The amount 
of uveal damage was also found to be important, as 
well as the site of entrance of the foreign body. 
Wounds of the limbus gave the worst prognosis, 
while scleral wounds gave more favorable results, 
but the best results were obtained in corneal wounds. 
Delay in removal did not seem of such great im- 
portance. Wiiram A, Mann, M.D. 


Walsh, F. B., and Dandy, W. E.: The Pathogenesis 
of Intermittent Exophthalmos. Arch. Ophth., 
Chic., 1944, 32: 1. 


Intermittent exophthalmos is a rare syndrome, 
characterized by pronounced and rapid protrusion 
of one eye when venous stasis is produced by such 
acts as bending the head forward, lowering the 
head or turning it forcibly, hyperextension of the 
neck, coughing, forced expiration, or pressure on the 
jugular veins. In a few cases operative interference 
has disclosed venous beds in the orbit. 

A typical case is reported by the authors and the 
findings at operation are given. Using a trans- 
cranial approach the authors found an intracranial 
arteriovenous aneurysm lying in and behind the 
sphenoid fissure. The exact source could not be 
determined but was presumed to be the middle 
meningeal artery. Obliteration of the aneurysm 
with the electrocautery cured the exophthalmos, but 
blindness and ophthalmoplegia resulted in the 
affected eye. The claim is made that this is the first 
case in the literature in which a cause for the exoph- 
thalmos was disclosed. 

The condition is thought to be a congenital 
maldevelopment and never of traumatic origin. The 
time of onset is usually in early life but will depend 
upon the resistance of the walls of the vascular coils. 
Pulsation was present in the case reported but has 
not always been noted, and the question is raised as 
to whether it has been overlooked in some cases or 
whether there are two distinct types of intermittent 
exophthalmos, one due to an arteriovenous aneurysm 
and the other of purely venous type. 

Writram A, Mann, M.D. 


Milner, J. G.: Penicillin in Ophthalmology. 
Brit. M. J., 1944, 2: 175. 
This report comprises a series of cases investigated 
by different observers. All of the observers used the 
same source of supply of penicillin. The dosage and 
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method of treatment were the same at the different 
hospitals. 

1. Strength and dosage. The drug was used 
(a) as drops, 500 Oxford units per cc. and (b) as oint- 
ment, 100 Oxford units per gm., made up in lanette 
wax and vaseline: The dosage was uniform as far as 
possible. Three drops were instilled into the con- 
junctival sac three times daily, to make a daily 
dosage of 250 units. Ointment was used in blepha- 
ritis and acute conjunctivitis, the daily dosage being 
approximately 30 units. The only other treatment 
employed was preliminary irrigation with normal 
saline solution; 1 per cent atropine drops were also 
used when indicated. 

2. Local reaction. About so per cent of the pa- 
tients complained of smarting after application of 
the drops, which soon stopped. Most patients stated 
that the ointment was more irritant than the drops 
and that the irritation lasted about ten minutes. 

3. Activity of penicillin. Some experiments were 
carried out to determine how long penicillin re- 
mained potent in the conjunctival sac. Two trials 
were made on the same patient, on the same eye, an 
interval of several days elapsing between the experi- 
ments. From these experiments it was found that 
penicillin drops are potent for four hours and the 
ointment for six hours. Frequency of treatment can 
be regulated accordingly. 

4. Type of cases treated. Blepharitis, styes, 
dacryocystitis, conjunctivitis, infective corneal ul- 
cers, and infective chalazion were treated. It was 
also tried in episcleritis, trachoma, disciform keratitis, 
dendritic and marginal ulcers, and mild conjunctival 
congestion associated with allergy, reflex irritation, 
sensitive skin, or seborrhea. In the author’s clinic it 
is used as a routine in all eye injuries and all cases 
of facial burns involving the eyes. 

5. Culture. A preliminary culture was taken 
from the conjunctival sac. This was repeated in 
forty-eight hours and if still positive was repeated 
when the condition was clinically better. The culture 
was sown in nutrient broth for twenty-four hours, 
and then resown in blood agar for twenty-four hours. 
Too much reliance is not to be placed upon the re- 
sults of conjunctival culture; for estimating results 
the clinical picture was considered more important. 

The definite indications for the use of penicillin are 
blepharitis, acute and chronic; acute conjunctivitis, 
infective; corneal ulcer, infective; dacryocystitis; 
styes and chalazion, recurrent; all ocular injuries, 
(prophylaxis); and facial burns. It is also indicated 
for prophylaxis immediately after operation. 

Penicillin is occasionally indicated for chronic con- 
junctivitis, infected sockets, and other external in- 
flammations, with a possible secondary infection. 

The author believes penicillin to be quite useless in 
cases of deep keratitis, iritis, and cyclitis. 

In conclusion, the author emphasizes that all 
cases of facial burns with ocular involvement should 
be given penicillin from the very beginning of treat- 
ment. In this way a number of ulcers from exposure 
keratitis can be avoided. Lrstre L. McCoy, M.D. 
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Struble, G. C., and Bellows, J. G.: Studies on the 
Distribution of Penicillin in the Eye and Its 
Clinical Application. J. Am. M. Ass., 1944, 125: 
685. 

The authors report their experiences with the use 
of penicillin in the eyes of animals, with special at- 
tention to the concentrations which can be achieved 
in the various parts, and have drawn conclusions 
which may prove of considerable value in the future. 

After a large intravenous injection the presence of 
the drug in the eye can be detected within fifteen 
minutes. In the order of concentration of the drug, 
the tissues are listed as follows: extraocular muscles, 
sclera, conjunctiva, tears, chorioretinal layer, aque- 
ous humor, vitreous body, and cornea. None of the 
drug was found in the lens. The concentration of 
penicillin in the blood is highest immediately after 
injection; but it diminishes to one-half the initial 
concentration in one hour, and in three hours it has 
disappeared completely. The concentration in the 
extraocular muscles is greatest fifteen minutes after 
injection, and then it diminishes rapidly. The less 
vascularized tissues and the aqueous humor con- 
tinue to show an increasing concentration through- 
out the first hour, but are devoid of the drug after 
three hours. 

Penicillin, when given in ordinary therapeutic dos- 
es either by the intravenous or intramuscular route, 
reaches such a small concentration in the ocular 
structures that it cannot be measured. 

High concentrations of penicillin in the cornea, 
iris, ciliary body, conjunctiva, and sclera may be 
obtained when the drug is injected subconjunctiv- 
ally. A moderate amount is then found in the aque- 
ous humor and in the vitreous body, but the pos- 
terior half of the chorioretinal layer and the lens are 
negative for the drug. A constant corneal bath gives 
similar results. 

The authors conclude that the local use of peni- 
cillin in the eye holds promise of most encouraging 
results in the treatment of external ocular disease. 
In a few deeply seated inflammatory diseases of the 
eye, little or no benefit was experienced following the 
use of huge doses of penicillin given intravenously. 

Wittram A. Mann, M.D. 


EAR 


Smith, J. M.: Report of 85 Fenestration Opera- 
tions for Otosclerosis. N. York State J. M., 
1944, 44: 1771. 


This is Smith’s second report of his surgical expe- 
riences with the fenestration operation for otoscle- 
rosis. The first report included 32 operations. This 
article includes 53 additional operations. Approxi- 
mately one-third of the results in the first 32 cases 
were successful. The results are greatly improved in 
the 53 additional cases. All the patients were op- 


erated upon at the New York Eye and Ear In- - 


firmary. The audiograms in the early cases were 
made by house officers; the remainder, both pre- and 
postoperative, were made by the technician at the 
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hospital. There were no facial paralyses, meningitis, 
diffuse labyrinthitis, deaths, or intracranial compli- 
cations in this series. 

It is believed that the fenestration operation is a 
thoroughly established surgical procedure capable 
of restoring practical and lasting hearing in selected 
cases, and that it may be performed without undue 
risk to the patient. There is definite danger, how- 
ever, in the hands of the untrained technician. The 
operation must first be taught on the cadaver, and 
the necessary time and effort must be devoted to 
the correlation of the intricate steps comprising its 
technique before it is attempted on the living. The 
successful fenestration operation not only restores 
practical hearing but also checks the progress of the 
otosclerosis. Noag D, Fasricant, M.D. 


Lindsay, J. R.: Recent Progress in Management 
of Acute Suppuration of the Middle Ear. 
Arch. Otolar., Chic., 1944, 39: 492. 


Although chemotherapy has been in use for only a 
few years, its effect in such fields of application as 
acute suppuration of the middle ear has been spec- 
tacular. The present-day methods are also likely to 
be succeeded by new improvements as investigation 
of new drugs proceeds. 

Experience has shown that many fatalities from 
intracranial suppurative disease (2g) originated from 
an unrecognized focus in the ear. The incidence of 
complications has decreased, but need for basic 
training in diagnosis and surgical methods still exists. 

The same general principles which apply to sup- 
puration in the mastoid apply to suppuration in the 
pyramid. Only a minor proportion of suppurations 
in this region ever require surgical drainage, and 
many of these receive sufficient outlet by means of 
a thorough mastoidectomy. 

Observations during the past decade have shown 
that suppuration in the pyramid has been directly 
responsible for many of the unsatisfactory results 
after mastoidectomy. About 20 per cent of the in- 
stances of sinus thrombosis in the author’s experi- 
ence have resulted directly from apical suppuration. 

The persistent mastoidectomy fistula is likely to 
have as its source a poorly drained focus in the 
pyramid. 

The explanation of many of these unfavorable re- 
sults following good surgical treatment of the mas- 
toid has been made possible by systematic study and 
correlation of anatomic observations and roentgeno- 
logical visualization. Diagnostic training in the spe- 
cialty should include basic knowledge of the cell sys- 
tem of the middle ear. Joun F.. Depa, M.D. 


Aguero, A. L.: Masking Effect of Sulfonamide 
Therapy in Acute Mastoid Processes (Accién 
enmascarante de la quimioterapia sulfamidada en 
los procesos mastofdeos agudos). Rev. otor., 1944, 
3: 229. 


The author reports 2 cases of acute mastoiditis in 
which the administration of sulfonamide drugs ob- 
scured the clinical picture. 
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In the first case, that of a thirty-three-year-old 
man, the pathogenic micro-organism was the hemo- 
lytic streptococcus. Sulfanilamide treatment was in- 
stituted on the third day of the disease, and all local 
and general symptoms disappeared within two weeks 
but Bezold’s mastoiditis made its appearance three 
weeks after the onset of the primary condition. The 
total dose of sulfanilamide given in this case was 60 
gm. The typical mastoid operation disclosed an ex- 
tensive destruction of cellular structures reaching 
the meninges. 

In the second case, an eleven-year-old child, the 
sulfanilamide therapy was instituted after the third 
week of the disease. The hemolytic staphylococcus 
aureus was responsible for the condition. First sul- 
fapyridine and later sulfanilamide was given and 
under the influence of this therapy the local and gen- 
eral condition improved, but the symptoms recur- 
red three days after the drug had been discontinued. 
In this case, also, the operation showed an extensive 
destruction of the osseous tissues. 

In order to avoid the obscuring effect of the sulfon- 
amides, the author does not recommend the use of 
the drugs after the third week of the disease. Oper- 
ation should be performed first, and followed by 
sulfa drugs as a supporting measure. 

In early cases the administration of sulfonamides 
should be discontinued after seven or eight days, to 
see whether a real benefit or only an effect obscuring 
the clinical symptoms has been obtained. 

Roentgenograms are of great value as they show 
bone destruction when clinical signs are masked. 

An attempt should be made to identify the patho- 
genic micro-organisms because the Type III pneu- 
mococcus produces scanty clinical symptoms which 
can be easily mistaken for those of a case masked by 
sulfa drugs. Josern K. Narat, M.D. 


Johnson, L. F., and Spence, P. S., Jr.: Primary 
Suture of Simple Mastoid Wounds. JN. Eng- 
land J. M., 1944, 231: 116. 


Forty-four cases of acute mastoiditis treated by 
simple mastoidectomy and primary suture after the 
cavity was filled with sulfonamide are reported. 

Twelve cases were private, 8 were treated by the 
hospital staff, and 25 were contagious-disease com- 
plications, most of them due to the hemolytic 
streptococcus. 

After thorough exenteration of the cells, the cavity 
was irrigated with saline solution and hemostasis 
was induced with adrenalin if necessary. The cavity 
was then filled with sulfadiazine or a mixture of sul- 
fadiazine and sulfanilamide. The wounds were 
closed by either a double or a single line of sutures. 

Primary cures were effected in all 12 of the private 
cases, in 6 of the 8 staff cases, and in 19 of the 25 
contagious-disease cases. The 2 staff cases in which 
the wounds broke down required revision, as did 6 
of the 9 contagious-disease cases. 

There were no complications referable to the 
mastoid process. Patients who did not have scarlet 
fever went home with dry ears. 


HEAD AND NECK 447 


The period of hospitalization in these cases as 
compared with that of 28 contagious-disease cases 
operated upon without the use of sulfonamide 
powder and primary suture was reduced by nearly 
half. Joun R. Linpsay, M.D. 


MOUTH 


Directors of Ontario Cancer Centers: Intraoral and 
Laryngeal Carcinoma. Canad. M. Ass. J., 1944, 
50: 556. 

McCormick states that the problems involved in 
treating all intraoral tumors are essentially those of 
the treatment of cancer of the tongue and its metas- 
tases. An intensive course of fractionated heavily 
filtered x-radiation should always be used to initiate 
treatment in the entire group of intraoral tumors and 
should be supplemented by interstitial implantation 
whenever the more radioresistant and histologically 
differentiated growths are present. A great deal of 
pain may at times be avoided by means of a partial 
or hemiglossectomy with the endotherm knife, a few 
days after the radon or radium-element implanta- 
tion, and with the preliminary course of fraction- 
ated external roentgen irradiation. 

The importance of the local and systemic care that 
these patients require cannot be overemphasized. 
The management of the neck is an exacting problem 
which necessitates a very close correlation between 
external roentgen irradiation, interstitial radium or 
radon implantation, and surgical dissection. 

James C. BrasweE Lt, M.D. 


PHARYNX 


Freis, E. D.: The Treatment of Tonsillitis with 
Small Doses of Sulfonamides. J. Am. M. Ass., 
1944, 126: 93. 

Over 400 patients with acute follicular tonsillitis 
were divided into 4 approximately equal groups. 
Group 1 was treated with hot saline irrigations every 
four hours. The three other groups received sul- 
fonamide in addition. The patients in group 2 re- 
ceived powdered sulfanilamide as a spray to the 
pharynx every two hours while awake, those in group 
3 received 500 mgm. of sulfadiazine by mouth daily, 
divided in four doses, and those in group 4 received 
sulfadiazine micraform crystals as a spray. The 
amount of sulfonamide used in the spray method 
amounted to from 500 to 800 mgm. daily and the 
blood concentration was never found to be over 1 
mgm. per cent. 

A comparison of results in these four groups 
showed that the sulfonamide-treated cases returned 
to normal temperature and presented clinical recov- 
ery in a shorter time than the cases in the control 
group. The saving of time amounted to from one 
to one and a half days. 

The difference between the three sulfonamide- 
treated groups was not appreciable. 

There were no toxic or sensitization reactions. 

Because of the relative ease of administering sul- 
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fonamides by the systemic route, this method is con- 
sidered to be the ideal therapeutic procedure. 
Joun R. Linpsay, M.D. 


NECK 


Lewis, R. S.: Wounds of the Neck and Larynx. 
Lancet, Lond., 1944, 246: 781. 


While cervical wounds constitute approximately 
1 per cent of all battle casualties which reach the 
hospitals, very little has been written about these 
lesions. The mortality rate for various hospitals re- 
porting a series of neck wounds ranges from 2.6 to 
6.2 per cent. 

The author presents case histories of patients illus- 
trating the various types of neck injuries encoun- 
tered. He believes that the main principles which 
should be observed during the early treatment are 
the prevention or relief of respiratory obstruction, 
the arrest of hemorrhage, and the prevention of 
wound infection. 

Respiratory obstruction may be due to various 
causes including hematoma, direct bleeding into the 
air passages, and surgical emphysema. The obstruc- 
tion may in itself be sufficient to demand an immedi- 
ate tracheotomy. A partial obstruction may be 
made worse by a general anesthetic, and pentothal 
is not without this danger; therefore, when surgery 
is required it is advisable to do a median tracheot- 
omy under local anesthesia and then change to a gen- 
eral anesthetic agent. 
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The tracheotomy tube should not be kept in longer 
than is absolutely necessary. The advantages of 
early removal are twofold: it enables the patient to 
cough better, which helps to prevent the develop- 
ment of lung complications, and it improves the pa- 
tient’s mental attitude. 

Difficulty in swallowing with the entrance of food 
and fluid into the air passages must be treated by 
placing a tube through the nose into the stomach. A 
period of three weeks was the longest time that any 
patient required such a tube. 

In all neck wounds, even minute punctures, the 
possibility of nerve injuries must be considered. 
Some nerve injuries are at once apparent, others are 
masked by the overall picture. Cervical vertebrae 
may be fractured and such a possibility should 
always be kept in mind. 

Wounds of the great vessels are seldom seen at the 
hospitals. Should the carotid artery need to be 
ligated, the patient should be kept flat in bed for at 
least a week and given sufficient blood by transfu- 
sion in order to restore the blood volume to the 
normal amount. ° 

Infected cervical wounds heal rapidly by granula- 
tion, if laid wide open. The resultant scars contract 
considerably and often leave very little deformity. 
If the wounds are closed, however, even with drain- 
age, loculation of infection may take place, and sup- 
puration with its attendant danger of secondary 
hemorrhage may continue for a long time. 

Eart O. Later, M.D, 
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PERIPHERAL NERVES 


Michelsen, J. J., and Mixter, W. J.: Pain and Disa- 
bility of the Shoulder and Arm Due to Hernia- 
tion of the Nucleus Pulposus of Cervical Inter- 
vertebral Discs. N. England J. M., 1944, 231: 270. 


Herniated intervertebral disc of the lumbar region 
is now well known, but its occurrence in the cervical 
region is still neither widely known nor readily diag- 
nosed. The older diagnostic criteria required signs 
of cord compression; however, within the past few 
years there have been several reports on the recog- 
nition of herniated cervical discs during the early 
stages of root compression. 

The authors present 9 cases, 8 of which were diag- 
nosed before cord compression had occurred, and all 
showed definite evidence of root involvement. The 
regional distribution was as follows: the fifth inter- 
space in 4 cases, the sixth cervical interspace in 3 
cases, and the seventh cervical interspace in 1 case. 

All of the patients gave a history of previous 
trauma; however, there was a marked variation in 
time relationship. The duration of complaints varied 
from three weeks to twenty-two years. 

The common presenting symptoms in all patients 
were pain and paresthesias, usually with hypo- or 
hyperesthesia. Although tenderness in the lower 
part of the cervical region was present in only 3 
cases, the complaints were definitely aggravated by 
movements of the head, the neck, or of the involved 
arm. Tenderness was present in the scapula in 2 
cases, and in the arm muscles in 2 cases. Muscular 
paresis and fibrillations were also found. 

The x-ray findings were: absent cervical lordosis 
in 4 cases, and narrowing of an interspace with hy- 
pertrophic changes in 3 cases; the spinal fluid re- 
vealed an elevated protein level, but no dynamic 
changes, in 5 cases; and on myelography, a partial 
lipiodol block was shown in 5 cases. 

A characteristic syndrome for each interspace, 
based on sensory manifestations, is presented. Her- 
niations at the fifth interspace (sixth cervical root) 
produced changes over the scapula, the anterolateral 
aspect of the arm, and the radial side of the forearm; 
and in some cases there were changes in the thumb 
and index fingers. At the sixth interspace (seventh 
root), the scapula, the dorsolateral arm, the radial 
portion of the forearm, and the index and middle 
fingers were involved. On the basis of the single pa- 
tient with herniation at the seventh interspace 
(eighth root), the scapula, the inner portion of the 
arm and forearm, and the little finger were found to 
be affected. 

Operative treatment consisted of laminectomy 
(hemilaminectomy in the more recent cases), and 
exposure and removal of the disc transdurally. Good 
results were obtained in 6 cases. 

Jack I. Wootr, M.D. 


NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Gurdjian, E. S., Stone, W. E., and Webster, J. E.: 
Cerebral Metabolism in Hypoxia. Arch. Neur. 
Psychiat., Chic., 1944, 51: 472. 


Experiments were undertaken to study the effects 
of hypoxia on the metabolism of the brain. Gas mix- 
tures low in oxygen were administered to morphin- 
ized dogs for periods of from fifteen to sixty minutes 
and chemical studies of parts of the cerebral cortex 
were made by the technique of freezing the brain 
in situ with liquid air before specimens were removed 
for analysis. Since freezing suddenly stops all meta- 
bolic activity and prevents postmortem changes, the 
resultant chemical pattern indicates the metabolic 
conditions within the tissue at the time of freezing. 
The critical oxygen levels at which formation of lac- 
tic acid and decomposition of phosphocreatinine oc- 
cur were determined, and the relationship of the 
electrocorticogram to these changes was studied. 

Below a critical level of from 11 to 13 per cent of 
oxygen in the respired air, the cerebral lactic acid in- 
creased with a decreasing supply of oxygen to the 
brain. The level of lactic acid in the blood was found 
to be independent of that in the brain. Decomposi- 
tion of phosphocreatinine occurred in the cerebral 
tissues below a critical level of 7 per cent oxygen in 
the respired air. Prolongation of the period of hypoxia 
from fifteen minutes to an hour did not modify the 
extent of the changes noted. No decomposition of 
cerebral adenosine triphosphate occurred with even 
the most severe degrees of hypoxia studied. Follow- 
ing periods of severe hypoxia several animals were 
permitted to breathe room air, with the result that 
resynthesis of phosphocreatinine was complete with- 
in five minutes, and the lactic-acid level decreased 
more slowly. 

The electrocorticogram showed an increase in 
amplitude on administration of 13 per cent oxygen 
which resulted in a degree of hypoxia too mild to 
produce an increase in the cerebral lactic acid. A 
definite slowing and a decrease in amplitude of the 
waves were evident at the critical level for the 
beginning of the rise in lactic acid (11.6 per cent 
oxygen). Joun L. Linpgutst, M.D. 


Russell, D. S.: The Pinealoma; Its Relationship to 
Teratoma. J. Path. Bact., Lond., 1944, 56: 145. 


The author takes exception to the usual interpre- 
tation of pinealoma as a true tumor of the pineal 
gland which resembles a stage in its fetal develop- 
ment. He believes rather, that the pinealomas are 
but atypical teratomas. This interpretation is based 
upon vital differences in the cellular morphology, 
structure, and staining reactions from those in nor- 
mal pineal cells; the presence of a variety of tissues 
in some of the tumors; and the finding of ectopic 
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pinealomas in the presence of normal pineal glands. 
As has been pointed out by others, there is a great 
similarity between pinealomas and spheroidal-cell 
carcinomas of the testes—some areas of the latter 
being indistinguishable from the former. 

Five cases are reported. Two reveal the structure 
of an atypical teratoma; i.e., areas of “pinealoma”’ 
and of other tissues such as epidermoid cysts and cell 
clusters, muscle fibers, and an area resembling a 
chorioepithelioma. Two examples of ectopic pinea- 
loma are presented, one in the infundibulum and the 
other in the pituitary gland. It is not denied that 
true pinealoma tumors exist, but they are very rare. 
The single tumor reported in this group is described 
as ‘‘composed of large and small polygonal cells 
showing a striking mosaic arrangement. The blood 
vessels and supporting collagenous tissue occupy, 
for the most part, the centers of the acini; the smaller 
cells are clearly not small lymphocytes. The nuclei 
of all cells alike contain large irregular nodes of 
chromatin and inconspicuous nucleoli.” 

Jack I. Wootr, M.D. 


Zfass, I. S., and Riese, W.: A Preliminary Report 
of the Study of 200 Autopsy Cases at the 
Eastern State Hospital, with Special Emphasis 
on Neuropathology and Brain Tumor in Old 
Age. Virginia M. Month., 1944, 71: 281. 

This report deals with a preliminary study of 205 
autopsy cases at the Eastern State Hospital, 
Williamsburg, Virginia. The highest figure of neuro- 
pathological findings occurs in arteriosclerotic 
changes of the cerebral vessels, enlargement of the 
ventricular system, hydrocephalus internus, convo- 
lutional atrophy, and fibrosis of the pia mater. These 
various lesions represent the main components of the 
aged brain. In this respect, the high percentage of 
degeneration of the choroid plexus should be noted. 
The relatively small number of cerebral hemorrhages 
is interesting, especially when it is compared with 
the high figure of vascular disorders on an arterio- 
sclerotic basis, and the relatively large number of 
softenings. 

In spite of the fact that the various conditions of 
the senile brain are the most frequent findings, there 
are numerous other lesions which can be found in 
material of any age, which would lead to the con- 
clusion that old age may present any conceivable 
lesion in addition to the usual ‘‘old” brain. The high 
figure of neoplasms (4.9 per cent) is very remarkable. 
It is not much lower than that for cerebral hemor- 
rhages, which are generally considered characteristic 
of old age. 

The findings are presented in tabular form. The 
material is virtually geriatric in nature, inasmuch as 
65 per cent of the patients were over sixty years of 
age at death. The clinical diagnosis reveals that 
psychoses with cerebral arteriosclerosis and senile 
psychoses make up nearly one-half of the total 
number of cases. The organic-reaction type of 
mental disorders makes up 70 per cent of the total, 
while so-called “functional psychoses,” dementia 


praecox, and manic depressive psychosis make up 
only 27 per cent of the group. 

On the basis of anatomical diagnosis, broncho- 
pneumonia was the terminal event in 85 instances. 
All of the lesions listed, with the exception of the 
bronchopneumonia and some acute cases of pul- 
monary edema, were chronic processes. Lobar 
pneumonia occurred 8 times. Acute lesions with 
sudden death were very infrequent. Malignant 
tumors were small in number. 

If 300 gm. are taken as representing the average 
heart weight, most of the weights given for the 
hebephreniac-catatonic dementia-praecox group fall 
below this figure, and the weights given for the para- 
noid dementia praecox and manic depressive groups 
are higher than this figure. Although the various 
neuropathological findings may occur in all age 
groups, by far the most frequent lesions reported are 
those in senile brains. Three cases are presented. 

In conclusion, the authors note that in an aged 
patient the clinical history of objective tumor 
symptoms may be unusually short, in spite of the 
fact that at the time of the onset of tumor symptoms 
the growth may be very extensive or even dis- 
seminated and not at all limited to a so-called silent 
area. Thus, the aged brain does not always react to 
a new pathological condition in the same way as a 
young brain, the reaction type of the aged brain 
being less violent and slower. 

The number of classical tumor symptoms may be 
small or such symptoms may be lacking in an old 
brain. The diagnosis of brain tumor in old age is 
therefore an even more difficult task than in earlier 
periods of life. The relative frequency of unsus- 
pected neoplasms in old people makes it important 
to rule out brain tumor in each case, although this is 
frequently impossible. 

The symptomatology of brain tumor in old age 
may lose much of its specific character and become 
similar to other neurological or psychotic conditions 
of the same life period, such as vascular accidents, 
psychosis with cerebral arteriosclerosis, or senile 
dementia. It seems that the various life periods have 
their own types of physiological and pathological re- 
action, and that an old brain has the tendency of 
reacting in its own way whatever the pathological 
condition may be. Generally speaking, neuro- 
pathology must be written not only in terms of 
structural elements but also in terms of life periods. 

HERBERT F, Tuurston, M.D. 


SPINAL CORD AND ITS COVERINGS 


Hoefer, F. A., and Guttman, S.: Electromyog- 
snot as a Method for Determination of the 
Level of Lesions in the Spinal Cord. Arch. 


Neur. Psychiat., Chic., 1944, 51: 415. 


Fascicular twitching of the muscles, with or with- 
out atrophy, may occur at the level of a lesion in the 
spinal cord when the corresponding region of the 
anterior horn or motor roots are involved. Fascic- 
ular twitchings are the responses of single motor 
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units to stimuli presumably anywhere along the 
course of the lower motor neuron. They are accom- 
panied by characteristic action potentials which are 
best seen in records obtained with coaxial needle 
electrodes. The instrument used for recording was a. 
six channel ink-writing oscillograph. 

In 17 of 24 cases the structural lesion was satis- 
factorily localized by this method. In 1 additional 
case the localization indicated a level one segment 
below that of the clinical level. In 4 cases motor- 
unit discharges were obtained over too many seg- 
ments of the cord for precise localization. False 
localizations were obtained in 2 cases. 

Davin JouN Impastato, M.D. 
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Arzt, P. K.: Abscess within the Spinal Cord. Re- 
view of the Literature and Report of 3 Cases. 
Arch. Neur. Psychiat., Chic., 1944, 51: 533. 
Abscess within the spinal cord has been reported 
39 times. In 1926 Woltman and Adson summarized 
the data of 29 cases and had 1 of their own, their 
case being the only one reported in which operation 
was followed by recovery. A table appears with these 
cases showing the age and sex of the patients, the 
primary focus, location of the abscess, type of or- 
ganism present, and the outcome of the condition. 
In addition, the author presents 3 cases of his 
own, all of which were confirmed by autopsies. His- 
tological studies were made in each case showing the 


Fig. 1. A, Abscess originating from a vessel in Clarke’s column. B, Portion of the 
field shownin A. Toluidine blue stain. 
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effect of the inflammatory condition of the cord 
structures. These abscesses may be single or mul- 
tiple and may involve any part of the spinal cord. 
The usual organism is the staphylococcus or the 
streptococcus. 

No adequate explanation is offered for the rarity 
of spinal-cord abscesses as compared to brain ab- 
scesses. The histological picture in this condition is 
similar to that in abscess of other parts of the central 
nervous system. The organism is often seen in and 
around the abscess. 

So far, the prognosis in these cases has been very 
poor. Should the cord be involved by only a single 
lesion there is a possibility of obtaining a good re- 
sult by surgical drainage. 

ADRIEN VERBRUGGHEN, M.D. 


MISCELLANEOUS 


Kahn, A. J.: Effects of Variations in Intracranial 
Pressure. Arch. Neur. Psychiat., Chic., 1944, 51: 
508. 


This excellent experimental work was done by per- 
fusing distilled water into the distal end of the com- 
mon carotid artery, with the animal under ether 
anesthesia. Intraventricular, intracerebral (pressure 
in the brain tissue), and cisternal pressures were 
constantly observed, as was the blood pressure, 
pulse, and the respiratory rate. The perfusion was 
done at approximately 10 cc. per minute. The 
original idea was to study the effects on conscious- 
ness caused by cerebral edema produced by this 
method; however, from control experiments it was 
found that similar effects were produced by raising 
the intracranial pressure through direct instillation 
of isotonic-free chlorides into the ventricles. 

After starting the perfusion, the intracerebral, in- 
traventricular, and cisternal pressures began to rise; 
however, the cisternal pressure was always the low- 
est. Opening the cisterna magna to the exterior did 
not influence or affect the intracerebral or intra- 


ventricular pressures. The state of consciousness, as 
affected by the increased intracranial pressure, was 
tested by allowing the animal to recover from the 
anesthetic at set intervals. Coma or unconsciousness 
from this factor did not depend upon the height of 
the intracranial pressure, but rather upon the dif- 
ference between the intracranial pressure and the 
diastolic blood pressure. When both were measured 
in millimeters of mercury, this critical difference was 
observed when the intracranial pressure was between 
20 and 50 mm. of the diastolic blood pressure. Death 
ensued from respiratory and circulatory failure when 
this critical level was reached. Although a pro- 
nounced slowing of the pulse usually preceded cir- 
culatory failure, terminal hypertension occurred in 
only half of the cases. 

Further experimentation revealed that by increas- 
ing the intraventricular pressure, a block at the 
aqueduct was produced, whereas increase of the pres- 
sure from below allowed the fluid to pass through the 
aqueduct. The disparity found between the cisternal 
and ventricular pressures and the ensuing block is 
stressed in relation to the possible aggravation of 
this disparity by lumbar puncture and misinterpre- 
tation of the measurements taken at the cisterna 
magna. 

The respiratory and circulatory failure from the 
increased ventricular pressure is thought to be due 
to pressure on the medulla from herniation into the 
foramen magna; however, herniation of the mesen- 
cephalon through the tentorial incisura also must be 
evaluated. These manifestations were relieved by 
lowering the ventricular pressure by drainage or by 
raising the cisternal pressure approximately to that in 
the two cavities. Repeated damage by this mechan- 
ism to the medullary centers lowered their threshold 
to. further insults. 

It should be noted that these were all acute experi- 
ments, and that results in chronic experiments would 
probably differ in certain regards. 

Jack I. Woo r, M.D. 
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CHEST WALL AND BREAST 
Gooel, E. F.: Gynecomastia. Surgery, 1944, 15: 938. 


Gynecomastia presents a characteristic picture. 
The disease is usually unilateral. The breast is sym- 
metrically rounded, resembling a puberal female 
breast; it is soft or moderately firm and is freely 
movable under the skin without adherence to the 
nipple. There is little spontaneous pain except after 
violent exercise, but there is usually tenderness to 
pressure. 

Histologically, the usual picture is that of an in- 
crease in length and moderate proliferation of the 
ducts, and an increase in the amount of periductal 
tissue. There is no acinus or lobule formation. The 
ducts are lined usually by two or three layers of cells 
varying from the cuboidal to the tall columnar epi- 
thelial type. However, there may be but a single 
layer. The periductal stroma is loose and the ducts 
are scattered through it. 

The author reports 7 cases of gynecomastia treated 
by surgical excision with preservation of the nipple 
and areola. One patient had bilateral breast involve- 
ment. In 1 specimen metaplasia was present in an 
intraductile papilloma. Ear O. Latmer, M.D. 


Sweet, R. H.: Pectus Excavatum. Ann. Surg., 1944, 
IIQ: 922. 

Various methods of traction and plastic operations 
have been used to correct pectus excavatum, but 
none gave satisfactory results until Brown presented 
his operation together with a study of the anatomic 
basis for the deformity. 

Two cases treated surgically with satisfactory re- 
sults are described in detail in this communication. 
Several impressions resulting from the study of these 
cases are presented. The diaphragmatic attachments 
to the sternum were severed, but they were not ab- 
normally large or strong. The substernal membrane 
did not appear to be an important structure. The 
upper portion of the gladiolus had a posterior in- 
clination, but after this had been corrected by an 
osteotomy the gladiolus appeared normal. The de- 
formity is characterized by an abnormality of the 
costochondrosternal articulations of the lower 3 or 4 
ribs. The deep depression seems to be due to the 
long, inward-curving costal cartilages, rather than to 
any deformity of the gladiolus or ligamentous pull. 
Thus it is impossible to correct the deformity unless 
appreciable lengths of the lower costal cartilages are 
resected. In addition, the ligaments to the dia- 
phragm must be severed and an osteotomy done near 
the manubriogladiolar junction. After resection of 
the excess costal cartilage the stumps are fixed to the 
sternum. The operative technique and the manage- 
ment of these cases is discussed at length. Im- 
portant features were the elimination of any external 
traction apparatus, and the use of a light breast 


plate made of plaster to stabilize the chest wall. 
THomas F. THORNTON Jr., M.D. 


TRACHEA, LUNGS, AND PLEURA 


Adams, W. E., Thornton, T. F., Jr., and Eichel- 
berger, L.: Cavernous Hemangioma of the 
Lung (Arteriovenous Fistula); Report of a 
Case with Successful Treatment by Pneumo- 
nectomy. Arch. Surg., 1944, 49: 51. 


Cavernous hemangioma of the lung is a very rare 
lesion; 10 cases are reported in the literature, and 
only 4 of these have been associated with compen- 
satory polycythemia. The case reported here is the 
second to be treated by pneumonectomy. This pa- 
tient was twenty-four years old when seen because 
of repeated nose bleeds for two years and generalized 
cyanosis and clubbing of the fingers and toes for at 
least sixteen years. He had never been incapacitated 
by his physical condition. Examination revealed ex- 
treme cyanosis of the lips, face, fingers, and toes, 
with marked clubbing of the fingers and toes. The 
blood pressure was 110/80, and both the heart and 





Photograph of the patient, showing distinct 
clubbing of the fingers and cyanosis of the hands and face. 
Several small hemangiomas are present on the patient’s lips, 


Fig. 1. 
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Fig. 2. Roentgenogram of the chest, showing an irregu- 
larly shaped circumscribed opacity in the field of the left 
lung, produced by the hemangioma. An opacity 1 cm. in 
diameter is barely visible in the third interspace anteriorly 
near the wall of the chest on the right side. 


lungs were normal to examination. The red blood 
count was 7,200,000 and the hemoglobin 23 gm. 
The total blood volume was 12,750 cc., of which 
10,330 cc. was the cell volume. Roentgenogram 
(fig. 2) showed a lobulated, opaque area in the mid- 
left lung field. A small 1-cm. lesion was present in 
the right lung. Roentgenograms of the long bones 
revealed periosteal new bone. The arterial blood 
oxygen was 25.08 volumes per cent, with an oxygen 
capacity of 35.5 volumes per cent. It was believed 
that this data established a diagnosis of hemangioma 
of the lung. A pneumonectomy was done, and 
prompt recovery occurred. The blood findings re- 
turned to normal and the cyanosis disappeared. The 
clubbing of the fingers and toes has persisted. 

The surgical specimen contained 3 multilocular, 
smooth-lined cavities which, microscopically, were 
lined by mesothelial cells. The pathological diag- 
nosis was multiple arteriovenous fistulas of the lung. 

Tuomas F, THORNTON, Jr., M.D. 


Fermont, D. A.: Seven-Year Cure in a Case of Car- 
cinoma of the Bronchus. Brit. M.J., 1944, 1: 845. 


Apart from those cases in which early recognition 
of carcinoma of the bronchus may, in suitable condi- 
tions, render lobectomy with removal of the growth 
possible, the prognosis is hopeless whatever method 
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Fig. 3. Photograph of the left lung with the largest of the 
three aneurysms opened. The arterial and venous com- 
munications are labeled. 


of treatment is adopted, and cure is rare. The follow- 
ing case is of interest in view of the fact that non- 
radical treatment has produced a complete cure for 
the last seven years. 

The patient, a carver and gilder aged fifty-three, 
was admitted to the Middlesex Hospital, Lohdon, 
for the first time on March 19, 1937. He complained 
of a heavy feeling in the chest, with dyspnea, for the 
previous four weeks; burning pain in the right scap- 
ula on coughing, for the last seven days; and long- 
standing harsh, dry winter cough, worse recently, 
with scanty nonoffensive sputum. He had lost 28 lb., 
and weighed 124 Ib. There were occasional palpita- 
tions, but he had no hemoptyses or sweats, and no 
anorexia. 

Clinical examination revealed poor nutrition and 
septic teeth, but normal mucosae. No clubbing of 
fingers, cyanosis, edema, or glandular enlargement 
could be demonstrated. The pulse was 100 regular, 
respirations were between 20 and 26, and the blood 
pressure 130/80. No enlarged veins were seen, and 
the trachea was central. Most physical signs were 
found over the right chest. There was diminished 
excursion; impaired percussion note at the lower and 
midzones posteriorly and laterally, with absent 
breath sounds; weak breath sounds, bronchial in 
character, and crepitations toward the apex. Com- 
pensatory harsh vesicular breathing was present 
over the left chest. No abnormality of any kind could 
be detected in the heart or in the central nervous 
system. 
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Screening and x-rays showed normal movement of 
the diaphragm, also an opacity in the right midzone 
which was posterior in position; lipiodol was found 
not to enter that area. The Wassermann reaction 
was negative. Bronchoscopy was performed on April 
6, 1937. A growth was found to be obstructing the 
dorsal division of the right-lobe bronchus, and a 
portion was removed for microscopy. This showed 
infiltration of tissue by squamous-cell carcinoma. 
Ten days later bronchoscopy was repeated, and 9 
by 1.6 me. of radon in short Muir seeds were in- 
serted around the site of the growth. The patient was 
apyrexial throughout. The erythrocyte sedimenta- 
tion rate on admission was 6.6 mm./hour; one week 
before bronchoscopy it was 7.8 mm./hour; the day 
after bronchoscopy 8.2 mm./hour; and one week 
later 7.6 mm./hour. Convalescence was uneventful 
and he was discharged one month after admission. 
No postoperative irradiation was given. 

A regular follow-up was maintained. Three months 
after discharge his weight was 127 lb.; he was feeling 
much better, and had only a slight cough. The pain 
had entirely disappeared, as had the dyspnea. Roent- 
genographs showed the radon seeds still im situ. Since 
that time he has had frequent x-ray examinations at 
intervals of from three to six months. The previous 
opacity in the lung field disappeared, and no further 
change occurred in his physical state. 

The patient was readmitted on November 22, 
1943, with gradually increasing symptoms of seven 
weeks’ duration, viz., cough and colorless sputum, 
moderate dyspnea, and pain in the right chest radiat- 
ing to the back. His weight was now 119 lb. On 
examination there was weaker air entry, with a few 
rhonchi on the right side, together with harsh vesicu- 
lar breath sounds on the opposite side. Nothing else 
relevant was observed. Roentgenographs of the chest 
showed no evidence of lung collapse. Three seeds 
were still present in the main bronchus, and one 
lower down. The hemoglobin was 102 per cent; the 
white blood count 8,700; the erythrocyte sedimenta- 
tion rate 25 mm./hour Westergren. No malignant or 
tubercle bacilli were seen in the sputum; but numer- 
ous organisms were present, the pneumococcus being 
predominant. Bronchoscopy was performed under 
local cocaine anesthesia and pentothal. Slight general 
constriction of the right lower-lobe bronchus was 
found at the level of the middle-lobe opening. The 
area surrounding the dorsal lobe appeared some- 
what pale and fibrotic; the lumen of this branch 
seemed grossly constricted, and had been presum- 
ably the seat of the neoplasm as indicated by the 
original notes and diagrams. A portion of this area 
was observed under the microscope and revealed 
only respiratory epithelium, mucous glands, smooth 
muscle, fibrous tissue, and cartilage; there was no 
evidence of growth. 

The patient’s condition improved very much with 
conservative treatment. He was discharged three 
and one-half weeks after admission, and is now back 
at work in an aircraft factory. 

Joun J. MAtoney, M.D. 
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HEART AND PERICARDIUM 


Barber, R. F., and Madden, J. L.: Resuscitation of 
the Heart. Am. J. Surg., 1944, 64: 151. 


One of the obscure accidents that may occur dur- 
ing a surgical procedure is the sudden and complete 
cessation of the circulation and respiration, either 
during the induction stage of anesthesia, or at any 
time during the operation. There are three types of 
acute cardiac standstill: (1) simultaneous failure of 
the respiration and circulation: (2) respiratory fail- 
ure with subsequent arrest of the heartbeat: and 
(3) rarely acute cardiac arrest with resulting second- 
ary failure of the respiration. 

Treatment must be prompt to be effective. The 
establishment and maintenance of a patent airway 
in conjunction with artificial respiration is of prime 
importance. Spontaneous cardiac rhythm is ob- 
tained prior to the establishment of normal respira- 
tions, so artificial respiration must be continued as 
long as the heart maintains its beat. However, arti- 
ficial respiration in the absence of circulation is 
worthless, and there is no scientific proof that it pro- 
longs the period of possible resuscitation of the 
stopped heart beyond the five- to eight-minute limit. 
The period of resuscitation may be defined as the 
period following acute cardiac arrest, during which 
time the normal rhythmical contractions of the 
heart may be restored and complete recovery ensue. 
Its duration has not been exactly determined, but it 
is probably not in excess of five minutes. Experi- 
mental studies demonstrate that arrest of the circu- 
lation for three minutes and ten seconds, or less, is 
tolerated without any neurological disturbances: 
permanent alterations in psychic behavior occur in 
animals in which the circulation is arrested for three 
minutes and twenty seconds, or longer: if the circula- 
tion is interrupted for eight minutes and forty-five 
seconds, or longer, life cannot be restored for more 
than a few hours. If, after from one to two minutes, 
the cardiac rhythm has not been restored by the 
usual means, cardiac massage is indicated. 

Various cardiac stimulants have been employed. 
Favorable results have been reported on occasion 
with practically all of them, including epinephrine, 
metrazol, caffeine, 10 per cent glucose, camphor, 
coramine, strychnine, hypertonic solutions, and 
various combinations. It is believed that the intra- 
cardiac administration of adrenaline is resorted to too 
frequently in view of the dangers involved. The fail- 
ing heart is irritable and excitable, and the admin- 
istration of the drug may be the factor which pro- 
duces ventricular fibrillation and death. Procaine 
hydrochloride (2 per cent) should be administered 
prior to or simultaneous with the intracardiac injec- 
tion of epinephrine to decrease the possibility of 
ventricular fibrillation. Atropine may be used for the 
same reason. 

The authors believe that manual massage of the 
heart is the most effective means of initiating cardiac 
contractions. If uniform success is to be obtained, 
massage must be performed within five minutes of 
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cessation of the heart beat. It depletes the heart 
chambers distended with blood, acts as a mechanical 
stimulus to the heart, and produces an artificial cir- 
culation. Massage may be performed by 3 routes: 
transperitoneal-subdiaphragmatic, transperitoneal- 
transdiaphragmatic, and transthoracic. The authors 
prefer the transthoracic method since the heart may 
be visualized, topical application of drugs to the 
heart is possible, the entire heart may be handled, 
and it is not traumatizing. 

The technique of transthoracic massage and 2 
descriptive cases are recorded. The topical applica- 
tion of procaine (5 per cent), metycaine (10 per cent) 
or cocaine (4 per cent) is recommended. Electrical 
counter shock is an efficient therapeutic agent, but 
as yet has not been widely used. 

Tuomas F. THornton, M.D. 


Beck, C. S.: Operation for Aneurysm of the Heart. 
Ann. Surg., 1944, 120: 34. 


The author reports an operation, the first of its 
kind, for repair of aneurysm of the left ventricle of 
the heart. The operation consists in the grafting of 
a segment of fascia lata, or parietal pericardium, 
over the aneurysm for the purpose of preventing its 
rupture. 

In 1934, 16 dogs were operated upon in an attempt 
to produce cardiac aneurysm. Some of these animals 
were kept from two to three years after the opera- 
tion but aneurysm was not produced and the experi- 
ments were not reported. Aneurysm of the human 
heart is usually produced by occlusion of the coro- 
nary artery. In the experiments in which occlusion of 
this artery was done, a slight dilatation of the wall of 
the ventricle was occasionally observed but a well 
developed aneurysm was never obtained in these 
experiments. Hosler and Williams produced an 
aneurysm of the right ventricle in one experiment 
by attaching a ventricle to the diaphragm. This was 
a true aneurysm and could be classified as a traction 
aneurysm. 

When Dakin’s solution is introduced into the 
pericardial cavity of dogs it is followed by the pro- 
duction of scar tissue in the epicardium and parietal 
pericardium. In the course of weeks or months the 
scar undergoes contracture and produces chronic 
compression of the heart. The chief point of interest 
in these experiments concerned the physiology of 
compression and the surgical problems of removing 
compression scars. However, there is another aspect 
to this work which is new, which has not been dis- 
cussed, and which has some significance. This is the 
deliberate production of a cicatrix to support a 
dilating heart and also to prevent rupture of an 
aneurysm of the heart. Experimentally, Holman 
and the author showed that the pericardium exerted 
a constrictive action against acute dilatation pro- 
duced by plethora. Whether a dilating heart can be 
helped by a supporting cicatrix on the outside of the 
heart is a question that cannot be answered. It de- 
serves investigation on patients. The idea of placing 
a supporting graft over the aneurysm has obvious 


merits. In the first place, a graft can be expected to 
prevent rupture of an aneurysm. In the second place, 
an improvement in the circulation can be expected 
from reduction of the size of the aneurysm. In the 
presence of an aneurysm, the aneurysm fills out with 
blood with each systole. Instead that the total con- 
tent of the left ventricle flows into the aorta, part of 
the content escapes into the aneurysm. 

The patient was a white male,aged forty-nine years. 
He was debilitated, and had the appearance of an old 
man. He gave a history of almost constant pain in 
the epigastrium. He was subject to recurring epi- 
sodes of sharp anginal pain. Two months before ad- 
mission to thé hospital he suffered a particularly 
severe attack of pain. At that time a roentgenogram 
was taken and aneurysm of the left ventricle was 
demonstrated. He was referred for operation to pre- 
vent rupture of the aneurysm. 

At operation on June 12, 1942, the fifth and sixth 
costal cartilages and parts of the corresponding ribs 
were removed and the mediastinum was opened. 
The lungs were adherent to the mediastinal pleura, 
and these adhesions were gently separated. The 
pericardium was adherent to the aneurysm. It was 
incised around the base of the aneurysm in a circle 
from 8 to 10 cm. in diameter. A definite increase in 
the size of the aneurysm occurred after the peri- 
cardium was cut. The pericardium offered support 
to the aneurysm. Dakin’s solution was applied 
with a cotton pad to the surface of the aneurysm for 
a period of eleven minutes. A piece of fascia lata, 
large enough to cover the aneurysm, was cut and 
placed over the aneurysm. This graft was attached 
by interrupted sutures to the parietal pericardium. 
In order to furnish outside support to the aneurysm, 
a series of plication sutures were placed. When these 
sutures were tied they reduced the size of the graft 
and the size of the aneurysm. Closure of the wound 
was carried out. The patient died five weeks after 
operation. 

At the postmortem examination the fascial graft 
was everywhere adherent to the aneurysm. There 
was no evidence of infection in the graft. The graft 
of fascia lata was sealed to the pericardium and myo- 
cardium, and appeared as a firm cicatrix. On 
cross-section the graft of fascia lata and the adherent 
patch of pericardium appeared to be fused with the 
cicatrix of the aneurysmal wall. The latter was only 
a few millimeters in thickness. A mural thrombus, 
measuring 1.7 cm. in its greatest thickness, was 
found in the aneurysm. The descending ramus of 
the left coronary artery was completely occluded. 
The right coronary artery showed some changes, but 
it and the circumflex ramus of the left coronary 
artery were patent. Other findings were the pleural 
empyema cavity which was drained; arteriosclerosis 
of the aorta and cerebral arteries; and encephalo- 
malacia of the cerebral cortex and thalamus. 

In reference to application of this operative pro- 
cedure for aneurysm of the heart, one can raise the 
question as to whether the attempt is worth while. 
In this patient the emaciation, the sclerotic changes 
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in the aorta and cerebral vessels, and the mural 
thrombus within the heart were factors that would 
make any operative procedure almost futile. In the 
author’s opinion this operation would offer a fair 
chance of success if it were performed upon a patient 
who did not show such extensive degenerative 
changes. The operation in itself is not considered 
a serious or drastic procedure. 
Joun E, Krexpatrick, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Rusby, N. L.: Dermoid Cysts and Teratomas of 
the Mediastinum. J. Thorac. Surg., 1944, 13: 
169. 

The first report of a dermoid cyst in the anterior 
mediastinum was recorded in 1823. Sporadic case 
reports and reviews have appeared since that time. 
Up to 1939 the author has been able to find 245 
recorded cases of intrathoracic dermoid cysts and 
teratomas. In addition, 6 personal cases are pre- 
sented. 

Teratomas of the mediastinum are believed to 
result from faulty development occurring in embry- 
onic life, but they may lie dormant for years; indeed, 
symptoms usually occur between the second and 
fourth decades. There is no predilection for sex, or 
for either side of the chest. 

Pathologically, teratomas may be of two types, 
the cystic dermoid and the solid teratoma. The sim- 
ple dermoid cyst usually arises from ectodermal 
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structures, but it may contain tissue derived from 
other germinal layers. The solid teratoma contains 
structures derived from all germinal layers and it is 
more likely to undergo malignant change. 

Symptoms may be caused by growth and pressure 
on surrounding structures, resulting in cough, dysp- 
nea, pain, venous engorgement, palpitation of the 
heart, pupillary changes, or alteration of the voice. 
Symptoms may be due to infection, communication 
with a bronchus without obvious infection, presenta- 
tion of the tumor in the neck or chest, or to a malig- 
nant change with metastases. Usually, physical ex- 
amination is not diagnostic. 

Special methods of investigation include examina- 
tion of the sputum for hairs or sebaceous matter, 
aspiration of the cyst, the Aschheim-Zondek test, 
and the usual diagnostic x-ray examination of the 
chest. 

Differential diagnosis includes a great variety of 
lesions that occur in the lung, mediastinum, or chest 
wall. The only satisfactory treatment is complete 
extirpation, although drainage and marsupialization 
have been employed. 

Operation is usually recommended to relieve or 
prevent (a) progressive increase in size; (b) sponta- 
neous development of a cyst-bronchial communica- 
tion; (c) ruptures into the surrounding structures; 
(d) adhesions to the surrounding structures; and (e) 
malignant change. 

The results of treatment are discussed. 

Tuomas F, THorNTON, JR, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Estcourt, H. G., Ross, J. A., Clarke, S. H., and Ross, 
R. W.: Abdominal Wounds. A Clinical Review 
of 65 Cases. Lancet, Lond., 1944, 247: 38. 


During the recent campaign 1,045 patients were 
operated on by the authors at a casualty-clearing 
station (CCS). Of these, 61 had penetrating wounds 
of the abdomen, approximately 6 per cent. This 
series also includes 4 other abdominal wounds from 
the previous fighting. Of the 65 patients, 46 had 
damage to hollow viscera, 8 had lesions of solid 
viscera only, and 11 had no visceral lesions. 

The CCS was unusually close to the front line. 
Therefore, many patients came to the CCS that 
would not normally have survived long enough to 
reach a CCS, and the resuscitation ward was con- 
tinually being filled with men with various combina- 
tions of compound fractures, traumatic amputations, 
and herniation of the intestines and brain. Multiple 
gross penetrating or perforating wounds due to 
shells, mortars, or antipersonnel bombs were the 
rule, and most of the abdominal cases were asso- 
ciated with additional injuries serious enough to 
cause anxiety in themselves. A large proportion of 
the men were very exhausted, having been under 
continuous fire and lying in the mud, and their re- 
serve of liver glycogen must have been low. Such 
patients made very poor subjects for any operative 
treatment at all. No abdominal case was refused 
operation, but apparently hopeless cases were some- 
times left till the end of the list. Some cases, at first 
thought to be inoperable, recovered surprisingly 
after operation, and this stimulated the exploration 
of conditions previously considered hopeless. 

The recovery rate for lesions of hollow viscera 
depends directly on the time between wounding and 
operation. Abdominal wounds must be operated on 
as early as possible. It was found.that patients re- 
suscitated at an advanced dressing-station to enable 
them to travel could not be resuscitated again at the 
CCS. Resuscitation can be done once and once only. 
Therefore, all abdominal cases should be sent to the 
center where they can be operated upon straight 
away. It is not suggested that the ADS should be dis- 
couraged from starting resuscitation, but this must 
not delay progress to the surgical center; the intra- 
venous administration of fluid in the ambulance may 
be a lifesaving measure. With abdominal wounds, 
time wasted can never be regained: with wounds of 
the hollow viscera especially, the prognosis is di- 
rectly related to the time lag. 

Thorough examination of the patient in a good 
light was found essential for it often revealed more 
wounds than were suspected. Valuable information 
about involvement of the viscera was obtained by 
tracing the missile’s track. Penetrating wounds with 
a loop of small intestine, omentum, or colon protrud- 


ing, were viewed with great concern, as in these cases 
gross internal damage was generally found. These 
patients were always under the influence of morphine 
by the time the surgeon saw them, and this drug 
masks rigidity more than any other sign. 

Rigidity of the abdominal muscles due to pene- 
trating chest wounds was seen many times, and 
when accompanied by wounds in the skin of the ab- 
domen it complicated the diagnosis. On auscultation 
the “‘silent abdomen” was found to be a definite in- 
dication for laparotomy. However, several patients 
in whom peristalsis was active were found at opera- 
tion to have penetrating wounds of the colon. X-rays 
are of great value in the diagnosis of abdominal 
wounds. A penetrating shell or mortar wound of the 
lower rib region with a resistant abdomen could 
almost certainly be safely let alone if roentgenog- 
raphy showed the retained metallic fragments in the 
thoracic region, but it required laparotomy if the 
fragments were below the diaphragm level. 

A left or right longitudinal incision splitting the 
rectus muscle, with a transverse cut across the rectus 
if necessary, was most often used. Patients with ab- 
dominal wounds are very bad surgical risks; but 
thorough exploration must never be omitted merely 
for the sake of spectacular speed. No short cuts can 
be taken; even with the greatest care, two perfora- 
tions of the small intestine were missed in one of 
these cases. Routine procedures were adopted. Per- 
forations of the small intestine were repaired in the 
usual two layers. Resection was avoided whenever 
possible, for there is no doubt that it increases the 
mortality enormously. There was 1 survival among 
3 cases of resection of the small intestine in which 
end-to-end anastomosis was employed. In wounds 
of the large intestine, exteriorization of the affected 
bowel as advocated by Ogilvie in 1942 was always 
done. For this purpose a separate “stab” incision 
was used. Exteriorization was done, not only in 
cases with actual perforation (16) but in those with 
extensive bruising and hemorrhage in the gut wall, 
in which the contents would almost certainly have 
seeped into the peritoneal cavity (6). Either a Paul’s 
tube or a rubber tube was stitched into the colon. 
This was considered preferable to leaving an open 
bowel wound close to a fresh abdominal incision. In 
the “bruised but intact” cases no colostomy was 
performed in the exteriorized loop. This was merely 
held on the surface by a glass tube through the 
mesocolon, so that it could easily be returned into 
the cavity if the bowel functioned normally. 

Perforating wounds of the rectum, especially those 
below the level of the peritoneum, have a very high 
mortality, death being almost always due to pro- 
found toxemia. The authors would like to advocate 
more extensive drainage of the pararectal space, as 
often carried out in the last war, but it seems doubt- 
ful if this can be done without excision of the coccyx. 
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Splenectomy was required in several patients. 
Such patients were found to respond poorly. 

Drainage is a most controversial subject. It is 
hoped that the use of sulfadiazine, either in micro- 


crystals or in solution, will make drainage generally . 


unnecessary, but there will always be the badly con- 
taminated peritoneum which will need it. Of the 65 
cases, 40 were drained. Drainage must be through a 
separate stab incision, or through the battle wound 
itself if well placed, but never through the main 
incision. 

Upon regaining consciousness, the patient was 
placed in Fowler’s position, and usually received 1 
pint of plasma intravenously followed by 5 or 6 pints 
of glucose-saline solution daily for three days. Gas- 
tric suction was discontinued tentatively on the 
third day. 

Recovery depended largely on the interval be- 
tween the wounding and operation, but was rare 
when the patient also had a compound fracture or a 
traumatic amputation. Thoracoabdominal wounds 
had a high mortality. Uncomplicated wounds of the 
colon gave relatively good results. 

Large-intestine injuries, when exteriorized, have 
a good chance of recovery. Of 11 uncomplicated 
wounds of the colon, 7 were evacuated in good con- 
dition. The small-intestine cases, on the other hand, 
were disappointing. This may be explained by the 
fact that the injuries in these patients were very 
extensive. 

Men with abdominal wounds can be moved with 
fair safety before operation, but not soon after opera- 
tion. If possible they should be retained in the for- 
ward area for at least fourteen days. 

Joun E. Krrxpatrick, M.D. 


Arrowsmith, W. R., Binkley, B., and Moore, C. V.: 
Fatal Agranulocytosis Following the Intra- 
peritoneal Implantation of Sulfanilamide 
Crystals. Ann. Int. M., 1944, 21: 323. 


A patient is described who developed acute agran- 
ulocytosis seventeen days after 5 gm. of crystalline 
sulfanilamide had been placed in his peritoneal 
cavity following a partial gastrectomy, gastroenter- 
ostomy, and jejunojejunostomy. Death occurred 
after two days. Fever and an erythematous rash had 
appeared on the twelfth postoperative day. No 
additional sulfanilamide had been given and there 
was no exposure to other known leucotoxins. 

WALTER H. Napier, M.D. 


Baritell, A. La M.: A Review of Our Experience 
with Hernioplastic Procedures. Permanente 
Foundation Medical Bulletin, 1944, 2: 114. 


The author presents a statistical summary of 574 
consecutive inguinal hernioplasties in 483 patients, 
without a death. Spinal anesthesia was used in 90 
per cent of the patients. The urinary bladder was 
inadvertently opened in 3 instances; all 3 cases were 
successfully repaired. Atelectasis occurred post- 
operatively in 17.7 per cent and frank pneumonia in 
4.6 per cent of the patients. These postoperative 


pulmonary complications may have been related to 
preoperative respiratory infection, bilateral opera- 
tion at one sitting, and/or general anesthesia sup- 
plementing spinal anesthesia. Three wound infec- 
tions occurred in this series. 

Cotton has been used as the suture of choice. The 
technique of repair has been that of Halsted with 
subcutaneous transplantation of the cord. Direct 
hernias, if diffuse, are inverted, otherwise they are 
excised together with any redundant preperitoneal 
fat. In this series the recurrence rate has been 0.7 
per cent. The patients were not followed closely 
beyond eight weeks. J. M. Mora, M.D. 


Kaufman, L. R., Eckes, W. P., and Mule, J.: Peri- 
toneal Tap. Arch. Surg., 1944, 49: 39. 


Peritoneal tap is a practical and safe procedure 
which requires meticulous care in removal of the 
peritoneal contents and in study of the smears, and 
which affords evidence, by a simple and rapid lab- 
oratory study, of the peritoneal reaction present. 

In children, the procedure serves to differentiate 
streptococcal and pneumococcal peritonitis from ap- 
pendicitis. 

While a positive result of a tap is of diagnostic 
value, a negative result should be disregarded, es- 
pecially in the face of other diagnostic signs; a nega- 
tive result usually indicates only failure to obtain 
fluid which is present. 

Peritoneal tap should be reserved for a selected 
group of cases presenting confusion in diagnosis, and 
the interpretation of the smear must be painstaking. 

In cases in which perforated peptic ulcer is sus- 
pected and when diagnostic data are confusing and 
likely to lead to exploratory laparotomy, the recov- 
ery by peritoneal tap of methylthionine chloride 
(methylene blue), previously introduced into the 
stomach, will establish the exact diagnosis. 

While the results of the procedure were of defi- 
nite clinical value in only 62.6 per cent of the au- 
thor’s 22 cases, the diagnosis in all of these presented 
great difficulties and could be established accurately 
only by exploratory laparotomy. The tap in these 
cases established data that determined the diagnosis 
and aided definitely in treatment as well as in evalua- 
tion of the prognosis. Joun J. Matoney, M.D. 


GASTROINTESTINAL TRACT 


Gliemann Olaz4bal, M. C.: Surgical Tuberculosis 
of the Stomach (Contribucion al estudio de la 
tuberculosis quirurgica del estomago). Rev. méd. 
quir. pat. fem., B. Air., 1944, 12: I. : 

The author reports a case of tuberculosis of the 
stomach in a fifty-four-year-old Spanish woman who 
was complaining of pain of three months’ duration in 
the left upper quadrant of the abdomen. After 
meals her abdomen felt distended and she suffered 
from heart burn. The general condition of the pa- 
tient was good and the clinical examination gave es- 
sentially negative results. The x-ray studies re- 
vealed a gastroptosis, tumor in the antrum pylori, 
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distortion of the duodenal cap, and moderate evacu- 
ation. 

A diagnosis of cancer of the stomach was made 
and a biopsy from the antropyloric region was ob- 
tained at laparotomy. Gastroenterostomy could not 
be performed on account of an infiltrating process in- 
volving the major curvature of the stomach, omen- 
tum, and transverse colon. The histological exam- 
ination disclosed tuberculosis. In spite of x-ray ther- 
apy, the patient’s condition did not improve and she 
expired shortly after the operation. 

Anemia, lymphocytosis, an accelerated sedimen- 
tation rate of the erythrocytes, hypochlorhydria, 
and painful dyspepsia should focus the attention of 
the physician on a tuberculous process. Involve- 
ment of both the stomach and duodenum, visualized 
in roentgenograms, supports the diagnosis because 
cancer does not invade the duodenum. In doubtful 
cases the biopsy decides the diagnosis. Slight ele- 
vation of the temperature, negative Kahn reaction, 
and a good general condition speak in favor of tuber- 
culosis and not cancer or syphilis of the stomach. 

The majority of authors reject the existence of 
primary tuberculosis of the stomach. 

Tubercle bacilli may reach the stomach through 
the blood or lymph vessels, by contiguity, continuity, 
deglutition, or through antiperistaltic movements 
from the duodenum or jejunum. Ulcerative, hyper- 
trophic, and fibrous forms of tuberculosis of the 
stomach may be distinguished. 

The evolution is slow but sooner or later cachexia 
and signs of polyserositis appear. Among the com- 
plications, pyloric stenosis, circumscribed or gen- 
eralized peritonitis, adhesions, and hemorrhages may 
be mentioned. 

If resection of the involved portion of the stomach 
is impossible, gastroenterostomy should be per- 
formed. Involvement of the transverse colon, duo- 
denum, pancreas, or lymph glands creates technical 
difficulties. An expectant medical treatment is not 
justified. As a rule, resection is indicated in chronic 
processes and gastroenterostomy in acute forms of 
the condition. Josepn K. Narat, M.D. 


Wakefield, H.: Hypertrophic Pyloric Stenosis in 
Adults. Gastroenterology, 1944, 2: 250. 


Evidence is gradually accumulating in favor of 
the view that in some cases the symptoms of hyper- 
trophic pyloric stenosis of infancy may go on to adult 
life before they produce a serious problem. The 
clinical history and pathological findings point to a 
congenital origin. In some cases the condition is 
compatible with a normal life expectancy. The 
great majority of cases occur in males, perhaps over 
80 per cent. This is about the same ratio as found 
in infants. The condition is probably more common 
than is generally thought and should be considered 
in the differential diagnosis of any stenotic lesion at 
the pylorus. 

Nausea and vomiting of many years’ standing, in 
many cases dating back to childhood and even in- 
fancy, are the outstanding symptoms. The diag- 


nosis is difficult and usually is missed by the intern- 
ist, roentgenologist, and surgeon. Usually the condi- 
tion is mistaken for carcinoma at the outlet of the 
stomach. The greatest help in diagnosis is a history 
of nausea and vomiting of many years’ duration 
plus x-ray studies of the stomach showing the long 
pyloric canal described by Kirklin. Histological 
examination of the excised tumor is essential. 
Josern Gaster, M.D. 


Williams, A. C.: Perforated Peptic Ulcers. N. Eng- 
land J. M., 1944, 230: 785. 


“Does operative closure of an acutely perforated 
ulcer result in cure of the ulcer? Is acute perforation 
of a peptic ulcer an indication for gastric resection? 
What is the prognosis, and what regime should be 
recommended after a patient has recovered from the 
immediate episode of an acute perforation? In which 
cases is further surgery indicated?” 

The findings obtained in a study of 100 cases of 
perforated peptic ulcer at the Boston City Hospital 
are particularly valuable. The result of this study is 
a significant contribution to the treatment and to the 
establishment of sound criteria governing the follow- 
up management of perforated peptic ulcer. 

The average length of the follow-up period was 
three years and four months. In this survey several 
features stand out prominently. It was found that 
the incidence of perforation was maximum in the 
fifth decade. There was an unexplained preponder- 
ance of perforation in the male sex, the records show- 
ing perforation in 97 males and 3 females. This pre- 
ponderance of perforation in the male sex coincides 
with the findings in all previous studies. 

The ulcers were gastric in 54 per cent of the cases, 
duodenal in 40 per cent, and pyloric in 3 per cent. 

Considerable diversity of opinion exists regarding 
the operative treatment of the acute perforation. A 
substantial majority of surgeons, however, regard 
simple suture as the procedure of choice. In 94 per 
cent of the cases presented simple suture alone was 
performed for the acute perforation. Following this 
procedure the average patient was placed on a 
definite ulcer regime with special attention to diet 
and abstinence from alcohol and tobacco. The 
present article is chiefly concerned with what hap- 
pened to the patient from this stage on, that is, 
beginning with his discharge from the hospital. 

The follow-up results were considered excellent in 
28 per cent, good in 27 per cent, fair in 22 per cent, 
and poor in 23 per cent of the cases. The develop- 
ments of the first six months to one year after per- 
foration gave a relatively accurate clue as to the 
future course of the patient. Among the patients 
who were symptom-free for as long as a year, only a 
few had any serious recurrences at a later date. 

The duration of symptoms prior to perforation 
may be taken as a guide to prognosis. While it is a 
well known fact that acute perforation often occurs 
in persons who have never suffered from ulcer symp- 
toms of any sort, yet, in general, the longer the dura- 
tion of preperforation symptoms, the poorer the post- 
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perforation results. Thus the presence or absence of 
an ulcer history prior to perforation has prognostic 
significance. Unsatisfactory late results were over 
twice as frequent among patients who had had 
symptoms for six months or longer, as compared 
with those who gave no history of preperforation 
symptoms. There were 31 patients who gave a 
history of severe symptoms prior to perforation. Of 
these, 23 had unsatisfactory and 8 had satisfactory 
late results. Thus, a patient who has suffered 
markedly from ulcer symptoms prior to perforation, 
regardless of the duration of such symptoms, has 
about 1 chance in 4 of a successful late result. 

The relation of diet, alcohol, and tobacco to post- 
perforation recurrence of ulcer symptoms was in- 
vestigated with somewhat surprising results. In a 
group of 25 patients who had made no effort to diet 
the recurrence rate was 40 per cent, whereas in a 
group of 44 patients who had attempted to follow a 
diet it was 45 per cent. These figures serve chiefly to 
point out that factors more important than diet 
determine the behavior of an ulcer. Deductions that 
might be made from a statistical study of the relation 
of diet to ulcer are therefore of limited significance. 
The same is true of alcohol and tobacco. Many pa- 
tients in this series partook moderately of alcohol, 
and even excessively of cigarettes, and yet remained 
symptom-free. The author found that the necessity 
for following a strict ulcer regime varied from pa- 
tient to patient; and in any one patient was unpre- 
dictable at the outset. He therefore considers it 
essential to assume the worst and to insist on a strict 
regime for every patient indefinitely or until, over a 
period of years, his ulcer proclivities have been 
thoroughly assessed. “If,” continues the author, 
“dietary liberties are allowed, and are followed by a 
recurrence of symptoms, one should close the door 
forever on such liberties for that patient. It is far 
wiser to explain to every patient at the outset that 
he must adhere to an ulcer regime for the rest of his 
life and that the bars can be let down only at the 
peril of firing anew the embers of ulcer activity. It 
is a distressing and frequent experience to learn from 
a patient in the throes of recurrence, that he was 
told by his physician that dietary restrictions were 
only an expedient to aid convalescence, and should 
be dropped after that stage.” 

Psychic disturbances and lack of co-operation on 
the part of the patient play significant roles in ulcer 
development. The importance of the psychic factor 
in the causation and aggravation of peptic ulcer is 
clearly recognized. It was suggestive in many of 
these cases that personality was a dominant cause of 
the ulcer difficulties. Yet the psychic factor is the 
most inaccessible from a therapeutic standpoint. It 
is probable that since this factor exercises a strong 
influence on gastric motility and secretion, it is the 
one chiefly at fault in the ulcers that are the most 
stubborn and virulent in the face of medical 
treatment. 

A definite correlation exists between x-ray ex- 
aminations and symptoms. Barium studies were 


first ordered in all cases in which symptoms were 
severe. Then, since some patients apparently have 
ulcers that, although active, are relatively asympto- 
matic, it was decided that x-ray examination should 
be made in all cases. Barium studies were available 
in 86 of the 100 cases. X-ray films were considered 
positive for ulcer, either active or chronic, (1) when 
an ulcer crater was visualized; (2) when there was 
pyloric obstruction with a gastric residue; (3) when 
persistent marked tenderness and spasm of the 
duodenal cap were noted in repeated studies. 
Measured by these criteria, x-ray examination 
showed ulcer activity in 50 (58 per cent) of the 86 
patients who were subjected to such studies. Gas- 
trointestinal x-ray studies were in accord with the 
symptomatology in 69 per cent of 86 cases. Dis- 
crepancies in the other cases may be explained partly 
on the basis of inaccuracies in x-ray diagnosis on the 
one hand, and the unquestionable existence of silent 
ulcers on the other. Moreover it is important to 
realize that x-ray visualization and fluoroscopy have 
limitations, and that decisions should never be made 
solely by these means. 

Second acute perforations occurred in 3 cases. A 
second perforation should be considered an indica- 
tion for elective subtotal gastric resection because 
(1) an ulcer that perforates twice is of a virulent, per- 
sistent nature and is likely to lead to further grave 
complications; and (2) these patients have not ad- 
hered strictly to an ulcer regime in most cases, even 
though vividly aware of the consequences of laxity 
in this regard. 

Carcinoma developed in a gastric ulcer in 1 of the 
cases of this series. X-ray films were negative one 
year after perforation and the patient was free of 
symptoms for two years, then he began to lose weight 
and to experience severe epigastric pain and vomit- 
ing. X-ray diagnosis showed prepyloric carcinoma. 
A subtotal gastric resection was performed and an 
easily resectable colloid carcinoma of moderate size 
was found in the exact site of the previous ulcer. It 
is important therefore to keep in mind the possibility 
of the development of carcinoma, and this should be 
regarded as an added reason for leaning toward sub- 
total resection for chronic gastric ulcers, especially in 
cases in which ulcers have been perforated. 

Secondary surgical procedures were performed in 
11 patients of this series. The indications were: 
intractability, 5 cases; pyloric stenosis, 4 cases; car- 
cinoma, 1 case; and possible carcinoma, 1 case. Sub- 
total gastric resection was performed in 7 of these 
cases. There was no operative mortality, and all of 
the patients have remained symptom-free for from 
one to six months. Posterior gastroenterostomy was 
performed in 3 cases. These patients remained well 
for from nineteen to seventy-two months. 

If a patient, following a perforation, has had his 
condition explained to him and a regime, including 
diet, outlined, and he still has had two or more recur- 
rences of serious symptoms in spite of his efforts to 
follow instructions, the physician should face his 
responsibility. An ulcer regime has decided limita- 
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tions, even when followed to the letter. Human na- 
ture greatly widens these limitations. One should 
consider what has already happened and make a de- 
cision based on facts rather than on theory. The 
results would be earlier surgery with less physical, 
social, and financial suffering. Chronic alcoholic 
patients, and those who are totally unco-operative 
from a medical standpoint, should not be subjected 
to elective surgery, for surgery is no cure-all. Unless 
a patient is reasonably careful he may find himself 
saddled with a marginal ulcer at the gastroenteros- 
tomy site even though a technically good operation 
has been performed. 

The 25 per cent of patients suffering from severe 
recurrences should be subjected to surgery. The 
generally accepted indications for surgery in peptic 
ulcer are as follows: two or more massive hemor- 
rhages, pyloric stenosis with obstruction, intract- 
ability, and possible malignancy. To these generally 
accepted indications the author deems it wise to add 
the following: patients experiencing acute perfora- 
tion of an ulcer for the second time; those experi- 
encing acute perforation, preceded or followed by one 
or more massive hemorrhages; those experiencing 
severe recurrent ulcer symptoms following perfora- 
tion; and those experiencing perforation as a climax 
to a protracted ulcer history. Acute perforation is 
not in itself regarded as an indication for surgery, 
since in over half of the patients the condition im- 
proves satisfactorily on a conservative regime follow- 
ing such perforations. This is an effective answer to 
surgeons who advocate gastric resection as the pro- 
cedure of choice at the time of perforation. Neither 
should any patient be subjected to elective gastric 
surgery unless he has given medical treatment a 
thorough trial and failed to obtain relief. 

The author states that when elective surgery be- 
comes necessary the same procedure is indicated in 
ulcers that have perforated as in those that have bled 
or become obstructive; namely, subtotal gastric re- 
section. This is not only the procedure of choice but 
it is the only one that consistently gives excellent re- 
sults. By subtotal resection is meant removal of 
from two-thirds to three-fourths of the stomach to- 
gether with the pylorus, blind closure of the duodenal 
stump, and re-establishment of the continuity of the 
gastrointestinal tract through some form of gastro- 
jejunostomy. If it is technically hazardous to re- 
move a pyloric or duodenal ulcer, subtotal resection 
may be performed, the pylorus and ulcer being left in 
situ; this is the so-called “exclusion operation.” If it 
is employed, all antral and pyloric mucosa must be 
thoroughly excised before the pyloric stump is closed. 

There is one set of circumstances in which gastro- 
enterostomy alone is an acceptable procedure; name- 
ly, in an elderly patient having a high degree of 
pyloric stenosis and an extremely low gastric acidity. 

The operative mortality from subtotal gastric re- 
section in the better surgical clinics, varies from 2 to 
10 per cent. The mortality following this operation 
is no greater than that following the lesser procedures 
such as gastroenterostomy. According to Walters, 


Wangensteen, and any number of others with wide 
experience in this field, results following adequate 
surgery are excellent in 90 per cent or more of the 
cases. Martatas J. Serrert, M.D. 


Thiago, P. De S.: New Technique of Treatment of 
Perforated Gastroduodenal Ulcers (Novo arti- 
ficio de Técnica no Tratamento das filceres gastro- 
duodenais perfuradas). Rev. brasil. cir., 1944, 13: 39. 


The author describes a new method of surgical 
treatment of perforated gastric ulcers which offers 
two advantages: (1) a minimum of manipulation 
and traumatism, and (2) avoidance of stricture. The 
method consists of plugging the perforation with a 
pedunculated flap of omentum or free omental tis- 
sue. The needle carrying a linen suture pierces the 
omentum, enters the perforation, and emerges 
through the serosa a short distance from the margin 
of the perforation. Another similar suture is carried 
in the opposite direction and in this manner the 
omental plug is securely kept in the proper position. 
A few additional stitches attach the omentum to the 
surroundings of the perforation. 

The method is especially suitable for the suture of 
perforated callous, juxtapyloric ulcers. 

A case is reported in which the method has been 
successfully employed. Josep K. Narat, M.D. 


Erb, W. H., and Smith, D. C.: Atresia of the Small 
Intestine; 2 Case Reports; 1 Multiple Atresia, 
with Survival. Ann. Surg., 1944, 120: 66. 


Two cases of atresia of the small intestine treated 
by primary anastomosis are reported. One of these 
resulted in recovery and is the second successfully 
treated case of multiple atresia. The unsuccessful 
case was technically satisfactory, and more vigorous 
administration of blood or plasma might have in- 
creased the chance for survival. 

The following points with respect to intestinal 
atresia are emphasized: 

Early recognition and treatment of the condition 
lowers the mortality. Ether given by the open-drop 
method is the anesthetic of choice. Ileostomy has 
been almost invariably followed by death, whereas 
primary anastomosis is the only procedure that of- 
fers any hope for survival. In neither of the reported 
cases was the distal lumen dilated by the injection 
of saline solution. The ideal suture material is ar- 
terial silk for the serosal layer and No. oooo0 cat- 
gut on a swedged needle for the mucosal layer. 
There is a tendency to neglect the intravenous ad- 
ministration of blood and plasma to the infants be- 
cause of the technical difficulties involved, but it 
must be realized that the procedures are long and 
that the infants are subject to shock just as adults 
are. 

Anemia should be corrected by the administra- 
tion of blood in the amount of from 5 to 8 cc. per 
pound of body weight. The transient hypopro- 
thrombinemia of the newborn leading to hemorrhagic 
tendencies is a not infrequent cause of fatal post- 
operative hemorrhage. This can best be treated by 
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the specific prophylactic administration of vitamin 
K, the dose being from 1 to 2 mgm. of one of its 
synthetic forms. 

Since bronchopneumonia rather than peritonitis 
has been the most common finding at autopsy, there 
is probably little indication for the intraperitoneal 
use of sulfonamides. Joun L. Linpgutst, M.D. 


Thorstad, M. J.: The Conservative Treatment of 
Acute Duodenal Fistula. Ann. Surg., 1944, 
IIQ: 770. 

The author reports a case of acute duodenal fis- 
tula. The patient had developed jaundice several 
months after cholecystectomy and common-duct 
drainage. The second operation was performed nine 
months after the first and revealed a stricture of 
the common duct. A longitudinal incision was made 
through the wall of the common duct at the stric- 
ture, and closed transversely over a T-tube to en- 
large the diameter of the duct. During this proce- 
dure the duodenum was torn by a Deaver retractor. 
It was immediately repaired with catgut and cov- 
ered with a tab of omentum. On the third post- 
operative day a duodenal fistula developed. An at- 
tempt was made to advance a Levine tube through 
the duodenum beyond the perforation. This was 
unsuccessful. The skin became macerated. The au- 
thor devised a special U-arm metal tube with a 
perforation at the inner angle of the U. The hole 
was protected by the arms. of the U and did not 
become plugged with tissue from the wound edges, 
and suction prevented the welling-up of the dis- 
charge on the skin surface. 

Under local anesthesia a Witzel jejunostomy was 
performed and the patient received the collected 
drainage from the fistula into the jejunostomy. He 
was discharged on the sixty-fifth postoperative day, 
when healing was complete. JosepH GasterR, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Gross, R. E., and Chisholm, T. C.: Annular Pan- 
creas Producing Duodenal Obstruction. Ann. 
Surg., 1944, 119: 750- 

The authors report the case of a three-day-old 
baby with persistent vomiting which was not bile- 
stained at any time. X-ray examination showed 
some dilatation of the stomach and a bubble of gas 
in the right upper quadrant of the abdomen, which 
was assumed to be air in a dilated first portion of the 
duodenum. 

Operation showed a markedly dilated stomach and 
first portion of the duodenum, down to the second 
part of the duodenum, which was markedly con- 
stricted by a ring of pancreatic tissue which com- 
pletely surrounded the duodenum and which was 
continuous with the head of the pancreas. Below 
this site the small intestine was quite collapsed. The 
gall bladder, hepatic duct, and common duct were 
normal in appearance and were not distended. There 
was also an incomplete rotation of the colon; the 


cecum and appendix lay in the midepigastrium, while 
the exposed duodenum ran directly down the right 
paravertebral gutter to join the jejunum. 

At first sight, it appeared that the logical attack on 
the abnormality would be to sever the ring of pan- 
creatic substance, or to resect a portion of the same 
in order to free the underlying duodenum. Such a 
plan was rejected because there was no way of telling 
whether important pancreatic ducts ran through the 
anterior and available part of the ring. Division of 
such ducts might interfere with discharge of external 
secretions of the pancreas into the duodenum, or, 
indeed, a transection of such ducts might give rise to 
a troublesome pancreatic fistula. Furthermore, there 
was no assurance that severance of the pancreatic 
ring would necessarily allow the constricted portion 
of the duodenum to dilate, since this latter structure 
might still have an intrinsic stenosis which would re- 
quire vertical incision of the narrowed duodenum 
and transverse suture of this wound (Heineke- 
Mikulicz procedure). Such a plastic repair did not 
appear to be an inviting form of therapy because it 
had been the experience of the authors in the past 
that a direct attack on any congenital stenosis or 
atresia of the alimentary tract had seldom been as 
satisfactory as a short-circuiting operation by a side- 
to-side anastomosis. Therefore, it was decided to let 
the local abnormality completely alone and to per- 
form a side-to-side duodenojejunostomy. According- 
ly, the jejunum was brought upward and laid against 
the anterior wall of the dilated first portion of the 
duodenum so that an isoperistaltic type of anasto- 
mosis could be established. This was sutured with 
two layers of continuous silk (No. ooc00 Deknatel) 
on an atraumatic needle, to make a stoma about 
3 cm. in length. When this union had been com- 
pleted, gas readily passed from the duodenum into 
the jejunum. Simultaneously, the first portion of the 
duodenum diminished to a more normal size, while 
the jejunum and ileum began to dilate. The postoper- 
ative course was uneventful. 

The authors believe that obstructions of this kind 
may be relieved by another mode of attack, namely, 
gastroenterostomy. Relief of the duodenal obstruc- 
tion by gastroenterostomy will probably have the 
largest number of adherents since this operation is a 
well standardized one and will undoubtedly relieve 
symptoms in the majority of instances. The authors 
are the first to report relief of duodenal obstruction 
due to annular pancreas by duodenojejunostomy. 

JosepH GasteER, M.D. 


MISCELLANEOUS 


Shapiro, N., Block, H. S., and Schiff, L.: Gastric 
Excretion of Sulfadiazine in Man. Observa- 
tions on Normal Persons and Patients with 
Peptic Ulcer, Atrophic Gastritis, and Gastric 
Cancer. Gastroenterology, 1944, 3: 39- 


Carryer and Ivy reported that sulfanilamide is ex- 


creted in the bile, pancreatic juice, gastric juice, suc- 
cus entericus, and in the saliva of the dog. Cook, 
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Davenport, and Goodman carried out experiments 
for the purpose of determining the sulfonamide con- 
centration in the blood and gastric juice of dogs with 
Heidenhain pouches. They designated the ratio of 
the sulfonamide concentration in the gastric juice to 
that in the blood as the “concentration ratio.” Their 
studies, with but one exception, were confined to 
animals. 

Stimulated by these findings, the authors of this 
article decided to make some observations in human 
beings, and to determine whether or not disease of 
the stomach influenced the excretion of sulfona- 
mides. A group of 43 subjects was studied, viz., 7 
normal individuals, 10 patients with duodenal ulcer, 
5 with gastric ulcer, 8 with atrophic gastritis, and 13 
with gastric cancer. Sulfathiazole was used first in 
the experiments, but was promptly discarded be- 
cause so little of it was excreted into the stomach. 
Sulfadiazine was then used, and the results obtained 
with it form the basis of the present report. The 
method of study was as follows: 

After a twelve-hour fast, a Rehfuss tube was in- 
troduced into the stomach and connected with a 
constant suction apparatus operated by a motor 
pump. The patient was instructed not to swallow 
any saliva but to expectorate it into an emesis basin. 
Following collection of the basal secretion (which 
was usually carried out over a fifteen-minute period), 
5 gm. of sodium sulfadiazine dissolved in 300 cc. of 
physiological saline solution were injected intrave- 
nously. The solution was allowed to flow in by gravity 
from a Kelly bottle, about fifteen minutes being re- 
quired for its introduction. The gastric juice was col- 
lected continuously for ninety minutes following 
completion of the injection, and was divided into 
fifteen-minute samples. Specimens containing an 
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excess of bile, blood, saliva, or food particles were 
discarded. The pH of the gastric juice was measured 
with a Leeds and Northrup pH meter. Sulfonamide 
determinations in the gastric juice and blood were 
made by the method of Bratton and Marshall as 
adapted to the Lumetron photocolorimeter (Model 
402 EF) with sodium sulfadiazine as the standard. 
Following the addition of trichloracetic acid, the 
gastric-juice samples were filtered through Schleicher 
and Schuell blue ribbon paper No. 580. 

By an ingenious use of tables, the authors present 
the accumulated data obtained from their study. 
Thus they have tabulated the concentrations of 
sulfadiazine in the gastric juice of the individual 
subjects at various time intervals after injection. The 
peak concentration of the sulfonamide in the gastric 
juice was usually reached within from fifteen to 
forty-five minutes; it ranged from 4 to 21 mgm. per 
cent, the highest values occurring in patients with 
gastric carcinoma. 

Another tabulation gives the distribution of the 
concentration ratios in all of the subjects studied. 
The concentration ratio was obtained by dividing 
the peak concentration of sulfadiazine in the gastric 
juice by its concentration in the blood sixty minutes 
after the completion of the intravenous injection. 
The highest values occurred in patients with gastric 
carcinoma with achlorhydria. The concentration 
ratio was usually o.5 or less. There was a tenden- 
cy toward a higher concentration of sulfadiazine in 
the gastric juice of patients with gastric cancer and 
achlorhydria than in normal individuals, in patients 
with gastric or duodenal ulcer, or in patients with 
atrophic gastritis. The highest concentration ratios 
were obtained with the most extensive tumors. 

Mararas J. SEIFERT, M.D. 











UTERUS 


Moir, C.: The Effect of Posterior-Lobe Pituitary- 
Gland Fractions on the Intact Human Uterus. 
J. Obst. Gyn. Brit. Empire, 1944, 51: 181. 


The author’s study concerns the experimental ef- 
fect of the vasopressor (pitressin) and oxytocic 
(pitocin) fractions on the intact human uterus. A 
small disc-shaped bag was inserted into the uterus 
between the uterine wall and the fetal membranes, 
and the tubing which led to the bag was filled with 
water and connected with an apparatus which re- 
corded the variations in intrauterine pressure on a 
revolving drum. 

In the nonpregnant uterus, tracings in the first 
half of the menstrual cycle show the uterine con- 
tractions to be irregular, small in magnitude, and to 
occur at intervals of from thirty to sixty seconds. 
At about midcycle there is a gradual change to much 
larger and more prolonged contractions which occur 
at intervals of from two to three minutes, and 
eventually merge with the contractions of menstrua- 
tion which are more frequent. Whole posterior 
pituitary extract gave a brisk response if given im- 
mediately before, during, or soon after menstruation. 
At other times the response was rather slow of onset. 
Pitocin and pitressin were examined separately, and 
the results came as a surprise, for the uterus was con- 
tracted by the pitressin, but the pitocin caused no 
contraction at all. These findings strongly suggest 
that the activity of the undifferentiated posterior 
pituitary extract on the nonpregnant uterus can be 
explained by the action of its pressor-factor content. 

The response to pituitary extract in early preg- 
nancy is weak, but becomes strong if the uterus is 
already actively aborting its contents. The pressor 
fraction (pitressin) has a more constant, and proba- 
bly greater, effect than has the oxytocic fraction 
(pitocin). 

In the later months of pregnancy the tracings vary 
considerably from case to case. The degree of effect 
depends upon the previous condition of the uterus, 
and the effect is greater when spontaneous activity is 
already in evidence. At this time pitocin caused con- 
tractions decidedly greater in magnitude than those 
caused by pitressin. 

During parturition the response is similar to the 
response that is obtained in late pregnancy. The 
response to pitressin is feeble compared with the 
spectacular response to pitocin. 

These experiments on the pregnant uterus clearly 
show that as gestation approaches term, the uterus 
changes behavior. Whereas in early pregnancy it 
reacts to pitressin, this response declines somewhat 
later on; conversely, the response to pitocin, pre- 
viously uncertain, later becomes great and, as 
parturition approaches, far surpasses the response to 
pitressin. 
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In the early puerperium, pitocin has a much more 
powerful stimulating effect on the uterus, while later 
both pitocin and pitressin have about equal effect. 

The nature of the response to these fractions is 
governed by the physiological state of the uterus at 
the time of the test. T. Fioyp Bett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS - 


Dockerty, M. B., and Masson, J. C.: Ovarian Fi- 
bromas: A Clinical and Pathological Study of 
283 Cases. Am. J. Obst., 1944, 47: 741. 


Ovarian fibroma is the second most common of the 
solid ovarian neoplasms. Three hundred and twelve 
of these tumors accounted for 5 per cent of all ova- 
rian tumors surgically removed at the Mayo Clinic. 
Ovarian fibroma was never encountered before the 
age of puberty, and this observation has been taken 
to indicate an origin possibly based on a desmoplastic 
reaction to the hemorrhage of ovulation or ovarian 
endometriosis. Fibroma did not produce any specific 
diagnostic symptoms, and rarely was it possible for 
the clinician to go further than to say “ovarian 
tumor,” “solid ovarian tumor,” and so forth. Ab- 
dominal ascites in 51 cases and hydrothorax in 2 
cases (syndrome of Meigs) suggested the existence of 
a malignant process, but the patients never pre- 
sented the picture of cachexia. The complications of 
these tumors were chiefly those associated with 
twisting of the pedicle of the tumor—a phenomenon 
which rarely occurred until the tumor outgrew the 
confines of the true pelvis. 

Pathologically, most of the tumors were solid 
throughout, white, and usually invested by a smooth 
capsule free from adhesions. Many of the tumors 
were edematous and a number of these had under- 
gone degenerative changes with central cysts, or 
“‘geodes.”” The common denominator relating to 
both ascites and the formation of cysts was a weep- 
ing edema effected through partial obstruction of the 
venous return. Hydrothorax was very rare and ap- 
peared to be incidental. (It occasionally occurred 
from equally obscure causes among patients suffering 
from ascites of origin other than fibroma.) In go per 
cent of the cases the tumor was unilateral. Bilateral 
fibromalike tumors sometimes proved to be metasta- 
tic tumors of the Krukenberg type, with the primary 
neoplasm most frequently in the stomach. A yellow- 
ish color suggested theca-cell tumor, especially in 
cases in which the uterus was large and post- 
menopausal bleeding was noted clinically. In other 
cases the yellow color resulted from fatty meta- 
morphosis. A grayish-brown color and firm con- 
sistency were noted in several tumors that later 
proved to be of the Brenner type. A brownish color 
and soft consistency indicated malignant change, 
which occurred in 1 per cent of the tumors which 
were studied. 








466 INTERNATIONAL ABSTRACT OF SURGERY 


Microscopically, both cellular and fibrous types 
appeared to arise from the spindle cells of the ovarian 
cortex, with hemorrhage as a possible inciting ele- 
ment. Degenerative changes (fatty, fibrous, hyaline, 
and calcareous) took positions of importance sec- 
ondary to the phenomenon of intercellular edema, 
which correlated more universally than did gross 
edema and the formation of cysts with the clinical 
production of ascites. Pelvic lesions other than 
ovarian frequently accompanied fibroma, which at 
the same time did not protect residual ovarian tissue 
from the development of dermoids and other tumors. 


EXTERNAL GENITALIA 


Marshall, H. K.: Formation of an Artificial Vagina. 
Experiences with 3 Different Corrective Proce- 
dures. West. J. Surg., 1944, 52: 245. 


The author’s experience is limited to 3 cases in 
which he successfully employed 3 different proce- 
dures. 

As the absence of the vagina is a defect in embry- 
ological development, it is usually associated with 
other anomalies and no surgery should be attempted 
until associated maldevelopment of the kidney or 
ureter is ruled out. 

Not all women with congenital absence of the 
vagina are suitable for operative correction. Surgi- 
cal interference should be limited to (1) married 
women unable to fulfill marital obligations; (2) women 
contemplating marriage; (3) women with hemato- 
metra due to vaginal occlusion, which is rare, and 
(4) for psychological reasons. 

For purposes of clarity the various procedures are 
grouped under seven headings: 

1. Use of the rectum (Popow-Schubert) 

2. Use of ileum (Baldwin) 

-3. Labial grafts (Graves) 

4. Tubular flaps (Frank-Geist) 

5. Thiersch grafts 

6. Self epithelization (Wharton) 

Simple mechanical invagination (Frank) 

Three cases are reported. The first case had pre- 
viously been reported on by Grad. In this case a 
skin graft 17 cm. in length and 12 cm. wide was de- 
veloped from the thigh, the entire thickness of skin 
being used. This was transplanted by a flap opera- 
tion into a newly prepared vaginal cavity. The tube 
was distended with a rubber-covered gauze plug, ro- 
tated on its base, and sutured into the newly exca- 
vated vaginal cavity. Repeated dilatations had to 
be carried on to keep the opening from contracting. 

Case 2 was treated by using flaps obtained from 
the hypertrophied labia minora to line the cavity; 
Graves technique was used. 

Case 3 was treated by the simple mechanical in- 
vagination of Frank; increasingly sized vaginal di- 
lators were used. 


I 


In commenting on the various procedures the 
author lays particular stress on two facts. The first 
is dissection of the rectovesical space. This should 
not be difficult and should be accomplished in a few 
minutes if a solid sound is placed in the urethra and 
an assistant’s finger is kept in the rectum. In this 
way injury either to the rectum or the urethra can 
be avoided. The second is that patience and deter- 
mination on the part of both the surgeon and the 
patient is necessary in carrying out the postoperative 
dilatation either mechanically or by coitus. Failure 
to carry out this prescribed routine will defeat the 
purpose no matter how brilliant the surgical inter- 
vention may be 

No single method is applicable to all cases, and 
according to the author it is advisable for everyone 
to study the various methods, their advantages and 
disadvantages, and see which one fits the particular 
case best. The author lists a table giving the various 
procedures as well as their advantages and disad- 
vantages. Henry C. Fak, M.D. 


MISCELLANEOUS 


Miller, J. R., and Tennant, R.: Endometriosis 
Interstitiale, with a Report of 3 Cases. Am. J. 
Obst., 1944, 47: 784. 

The 3 cases which the authors report all showed 
lesions of interstitial endometriosis of a circumscribed 
type. The first was a soft, polypoid mass resembling 
a submucous fibroid tumor and similar to several 
others reported in the literature. The 2 others showed 
cystic changes which have not been found as a fea- 
ture of the previously recorded cases. In the second 
case these spaces had a microscopic appearance which 
suggested dilated vascular channels. They may have 
arisen from the abundant vascular component which 
is a prominent characteristic of these tumors. 

Infiltration of the myometrium was not extensive 
in any of these instances nor was there evidence of 
anaplasia of the cells or other changes indicative of 
malignancy. However, the disease may pursue a 
variable course. In some instances the process as- 
sumed a malignant character uncontrolled by opera- 
tion, ultimately becoming refractory to irradiation 
and ending in extensive infiltration of the pelvic tis- 
sue which led to death by obstruction of the ureters. 
On the other hand, it is essential to differentiate this 
process from the leiomyosarcomas with their attend- 
ant high mortality from extensive metastatic disease. 
This is true especially in the infiltrative types of stro- 
mal endometriosis which have extended into the 
parametrial tissue in which sterilization is of value 
in retarding the process as in the usual varieties of 
endometriosis. 

The third case presented a myoma combined with 
the endometriosis interstitiale. 

Epwarp L. Cornett, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Kuder, K., and Johnson, D. G.: The Elderly Primi- 
para. Am. J. Obst., 1944, 47: 794. 


The authors report the cases of 830 patients, all 
over thirty-five years of age, who were delivered of 
their first viable baby at the New York Hospital, 
New York, during the eleven-year period ending 
September 1, 1943. Twelve and one-half per cent of 
the women were more than forty years of age, the 
oldest being forty-six years. In 27 per cent of the 
patients previous pregnancies had occurred, but 
none of the fetuses had been carried to the state of 
viability. 

The incidence of complications in this group of 
patients was about the same as that noted in all 
clinic patients; however, uterine fibromyomas were 
found in 5.9 per cent of the elderly primiparas while 
there was an incidence of only 1.9 per cent in the 
entire clinic group. Toxemia of pregnancy occurred 
in 13.98 per cent of these patients but in only 7.29 
per cent of those in the entire clinic. Funnel pelvis 
occurred in 45.3 per cent of these patients but in only 
28.2 per cent of those in the entire clinic. 

The average length of labor in the elderly primi- 
paras was twenty and four-tenths hours as compared 
to eighteen hours for the general clinic, but in pa- 
tients whose pregnancies continued for more than a 
period of fifteen days past the expected date of con- 
finement, the length of labor was increased by as 
much as four hours. 

The incidence of breech presentation and occiput- 
posterior position was almost twice that which is 
expected in the general average of clinic patients. 
Operative delivery was necessary in 55.5 per cent of 
these patients but in only 24.4 per cent of those in 
the entire clinic. Cesarean section was performed in 
13.4 per cent of the cases. The percentage of these 
patients who presented postpartum hemorrhage was 
twice as great as that of all the patients in the clinic 
with this complication. 

Puerperal infection occurred in 12 per cent of the 
elderly primiparas, and puerperal morbidity in 13.6 
per cent; the percentages for the entire clinic were 6 
and 7.9 per cent, respectively. The maternal mortal- 
ity was 0.72 per cent as compared to 0.16 per cent 
for the entire clinic. Of a total of 6 deaths, 5 followed 
cesarean section (3 patients died of infection, 1 from 
hemorrhage, and 1 from cerebral embolism); the 
sixth patient died as the result of circulatory collapse 
following a midforceps delivery. 

The average weight of the infants was the same as 
that of infants in the general clinic; however, there 
were about one-third again as many premature in- 
fants. The fetal mortality was 7.65 per cent as com- 
pared to an average of 3.71 per cent for the entire 
clinic. Forty-five babies succumbed previous to, or 
during, labor; of these, 22 per cent died during the 


second stage of labor, and the authors believe that 
they might have been saved by earlier delivery. Of 
the 785 babies that were discharged from the hospi- 
tal, 16 had congenital anomalies, 23 had traumatic 
injuries, 4 had hemorrhagic disease, and 8 had 
infection. 

The authors conclude that the elderly primipara 
presents a special problem and that each patient 
should be carefully studied and evaluated. They 
believe that operative delivery should be done in a 
greater number of cases, as the increased hazard of 
spontaneous delivery to both mother and baby often 
makes the operative procedure a conservative 
method of terminating pregnancy. 

J. Ropert Wiitson, M.D. 


Schuman, W.: The Possible Significance of Va- 
ginal Smears in the Diagnosis of Certain Dis- 
turbances of Pregnancy. Am. J. Obst., 1944, 47: 
808. 


About 350 vaginal smears were taken by the author, 
every stage of pregnancy being represented. 

The degree of cornification in a large percentage of 
smears was so pronounced that it seems possible that 
pregnancy might be diagnosed in this way. The 
highest degree of cornification was seen in a case of 
hyperemesis. Not quite so marked, but definitely an 
increased amount of cornification was also noted in a 
case of early hypertensive toxemia. In a case of pre- 
eclamptic toxemia, smaller cells with larger nuclei, 
resembling cells of the basal zone, were seen; this 
was suggestive of estrin deficiency. In a case of 
missed abortion, fresh cornification was not present; 
the cells were sparse and appeared shriveled. 

In order to obtain a vaginal smear approaching 
the histological detail of a true biopsy of the vagina, 
one must eliminate cervical and uterine secretions, 
and this can be accomplished only by the cotton- 
swab method described in detail by Fletcher. 

It is suggested that histomorphological patterns 
can be discovered in certain definite obstetrical con- 
ditions, by means of the recently gained knowledge 
of the chemical properties and biological changes in 
the cells of the human vagina, and warrant the use of 
the smear as a definite aid in diagnosing and prognos- 
ticating disturbances of pregnancy; however, a high 
degree of skill in the interpretation of the stained 
smear is required before widespread clinical appli- 
cation can be made. Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Biskind, L. H., and Biskind, M. B.: Accelerated 
Postpartum Involution of the Uterus with 
Vitamin B Complex Therapy. West. J. Surg., 
1944, 52: 266. 


Observations that the liver loses its ability to in- 
activate estrogen in vitamin B complex deficiency. 
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and that addition of the B complex to the diet re- 
stores this function, were applied clinically to treat- 
ment of syndromes associated with excess estrogen. 

The correlation between the occurrence of signs 
and symptoms of nutritional deficiency and of syn- 
dromes related to excess estrogen is striking, and the 
responses of the gynecological conditions to nutri- 
tional therapy have been dramatic. 

The authors’ material consisted of two groups of 
cases which were examined six weeks postpartum. 
There were 107 cases in the control group which did 
not receive vitamin B complex during pregnancy. 
Six of this series, or about 5 per cent, showed poor 
involution; 23 cases, or about 22 per cent, had fair 
involution; and 78 cases, or about 73 per cent, had 
good involution. There were none in which the 
involution could be called excellent. 

In the other 76 cases which received vitamin B 
complex, there were no cases of poor involution; only 
3, or 4 per cent, had fair involution; 56 cases, or 74 
per cent, had good involution, and 17 cases, or about 
22 per cent, had excellent involution. This made a to- 
tal of about 96 per cent with satisfactory involution. 

Thus it appears that a supplement of vitamin B 
complex during pregnancy materially hastens invo- 
lution and markedly lessens the incidence of subin- 
volution with all its attending sequelae. 

SAMUEL J. FocEetson, M.D. 


Pérez, M. L., and Blanchard, O.: Local Intrauter- 
ine Sulfonamide Treatment in the Prophylaxis 
of Puerperal Sepsis (La sulfamidoterapia local 
intrauterina en la profilaxis de la sepsis puerperal). 
Obst. gin. lat amer., B. Air., 1944, 2: 165. 


The recent decline in the mortality from puerperal 
sepsis is due not so much to treatment as to preven- 
tion. The authors discuss the use of the sulfonamides 
in the prevention of this condition. They used sulfa- 
midochrysoidine in powder form, insufflating it into 
the uterine cavity with an instrument which they 
themselves devised for the purpose, which is de- 
scribed and illustrated in the original article. The 5- 
gm. dose of the drug is distributed from the fundus 
of the uterus to the cervix and is given a few hours 
after any obstetrical operation. This particular drug 
was selected because in addition to having the thera- 
peutic qualities of the other sulfonamides, it is very 
hemostatic. Every four hours blood examinations 
are made in order to determine the concentration of 
the drug in the blood and to increase it if necessary 
by giving more of the drug in other ways, for in- 
stance, intramuscularly. Serial blood determinations 
have shown that the drug has a Jocal bacteriostatic 
action and that it is readily absorbed by the internal 
surface of the uterus. It also stimulates the general 
defensive forces of the body, and smaller doses are 
required than when the drug is given in other ways. 

The authors give their results in 211 obstetrical 
cases observed from January, 1942 up to the present 
time. They are presented in tabular form and a graph 
is given showing a comparison between the cases 
treated in this way and those not given sulfonamide 


treatment. The sulfonamide treatment was given in 
80 cases shortly after childbirth and in the other 131 
cases it was not given. Only 4 of the patients given 
sulfonamide treatment showed slight rises of temper- 
ature up to 38°C., which were due to benign endome- 
tritis. Among the 131 cases not given this treatment 
the puerperium was febrile or subfebrile in 50.38 per 
cent, or in 45.38 per cent more than in the cases 
treated by sulfonamides. Among the cases of manual 
removal of the placenta in which this treatment was 
used there was not a single case with a febrile 
puerperium. AuprEeY G. Morcan, M.D. 


Kenny, M., and Barber, M.: Outbreak of Puerperal 
Sepsis Due to a Single Type of Streptococcus. 
Brit. M. J., 1944, 1: 809. 


The authors describe an outbreak of hemolytic 
streptococcus puerperal sepsis at the obstetric unit 
of the British Postgraduate Medical School. In the 
past nine years only 19 isolated cases of hemolytic 
streptococcal infection of the genital tract have 
occurred among 12,283 deliveries at this institution. 

The arrangement of their maternity wards is 
described in detail, and this is apparently responsible 
for the low incidence of puerperal sepsis. 

All registered patients without septic foci and with 
intact membranes are admitted in labor to a “‘clean”’ 
suite, and after delivery are sent to “clean” lying-in 
wards. Unregistered cases without septic foci and 
registered cases with ruptured membranes are de- 
livered and spend the lying-in period in the “sus- 
pect” suite. All cases with any type of infection are 
admitted, delivered, and nursed in an “‘isolation’’ 
suite. Routine bacteriological studies are done on 
all patients. 

Each suite has its own nursing staff and the isola- 
tion suite has its own house surgeon. All possible 
precautions are taken to prevent infection. 

In spite of this rather ideal setup an outbreak of 
hemolytic streptococcal infection occurred in 7 ma- 
ternity cases within a two-week period. 

After the most meticulous type of bacteriological 
investigation, including culturing of all personnel, 
rooms, and equipment, the probable origin was 
traced to the under side of a lavatory seat in the 
receiving ward. Each patient on admission to the 
maternity section must pass through this room. 
Although 2 of the 7 patients did not use the infected 
lavatory seat, they may have acquired the strepto- 
coccus indirectly from other articles in the room. 

The actual treatment of the infected cases was 
apparently uneventful with sulfonamide therapy. 

Harry Fretps, M.D. 


NEWBORN 


Sievers, J. J., Knott, L. W., and Soloway, H. M.: 
Penicillin in the Treatment of Ophthalmia 
Neonatorum. J. Am. M. Ass., 1944, 125: 690. 


To avoid sulfonamide intolerance and resistance, 
penicillin was used in the treatment of 8 cases of 
ophthalmia neonatorum, 
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Five of these cases were definitely positive by 
smear, culture, oxidase reaction, and fermentation. 
Two were questionable, having positive smears, cul- 
ture, and oxidase reaction, but the subcultures failed 
to grow. The last case was clinically positive but 
bacteriologically negative. 

The total dosage ranged from 60,000 to 330,000 
units. Atropine drops and boric-acid irrigations were 
used in the acute phase. 

Clinical and bacteriological recovery occurred 
rapidly in all but 2 cases. No ocular complications 
resulted. One patient developed a cutaneous erup- 
tion during the second and third courses of penicillin. 

James F. DonneELLy, M.D. 


Miller, H. C., Johnson, R. D., and Durlacher, S. H.: 
A Comparison of Newborn Infants with Ery- 
throblastosis Fetalis with Those Born to 
Diabetic Mothers. J. Pediat., S. Louis, 1944, 24: 
603. 

The purpose of the present investigation was to 
point out that the syndrome seen in infants with 
erythroblastosis fetalis is similar in many of its 
features to that observed in some infants whose 
mothers either have diabetes mellitus or develop 
diabetes later in life. The study includes 20 infants 
born to diabetic mothers for whom there were 
pertinent data in the form of hematological, Rh, or 
postmortem studies. 

Thirty-six infants made up the group with ery- 
throblastosis fetalis. Thirty-one had red-blood-cell 
counts of less than 3.5 millions per c.mm. of blood in 
the first three weeks of life and 18 of the 31 had 
marked jaundice. Two of the 36 infants had severe 
icterus with normoblastemia but without anemia. 

The results of the blood studies indicate that ap- 
proximately one-half of the infants born to diabetic 
mothers may be expected to have normoblastemia. 
The red-blood-cell count in infants born to diabetic 
mothers does not follow the pattern of the counts in 
babies with erythroblastosis fetalis. In the latter, 
profound and rapidly developing anemia is the rule. 
In contrast to the anemia in these infants is the fact 
that an erythrocyte count less than 4.0 million was 
found in only 1 infant born to a diabetic mother. 

Ten diabetic mothers were investigated; the blood 
of 9 was found to be Rh-positive, and of 1, Rh- 
negative, a distribution similar to that in the popula- 
tion at large. Twenty-one mothers of infants with 
erythroblastosis fetalis had Rh determinations and 
the blood of all was Rh-negative. The blood of all of 
their infants was Rh-positive. 

Early death is common to infants born to diabetic 
mothers and those with erythroblastosis fetalis. 
Among the liveborn infants most of the deaths in 
both groups occurred in the first three or four days 
of life, and the incidence of stillborn and macerated 
fetuses was also very high. 

An increased birth weight among some infants 
born to diabetic mothers is well recognized. While 
the number of cases is too few to be of statistical 
significance, the data collected suggest that there is a 


tendency for infants with erythroblastosis fetalis 
also to be overweight at birth. 

There were 5 infants in each group with an ex- 
cessive cardiac weight. 

Hyperplasia of the islands of Langerhans was 
found in 8 of 13 autopsied infants born of diabetic 
mothers, and in 8 of 12 erythroblastotic infants. 

Extramedullary erythropoiesis was more extensive 
in infants with erythroblastosis fetalis than in those 
born to diabetic mothers. The triad of cardiac hyper- 
trophy, hyperplasia of the islands of Langerhans, 
and erythropoiesis was found in 4 of the 13 diabetic 
infants and in 5 of the 12 erythroblastotic babies. 

Sarason has called attention to the fact that the 
adrenals of newborn infants dying with erythroblas- 
tosis fetalis are abnormally large. The results in 3 
cases suggest that adrenal enlargement is also 
present in infants of diabetic mothers. 

Marked jaundice, which was noted in only 1 infant 
born to a diabetic mother, was observed in 9g of the 
12 autopsied erythroblastotic infants, and in 21 of 
the 36 infants who made up the total group with 
erythroblastosis fetalis. 

Extravasation of blood into the tissues was a fre- 
quent observation in infants observed at postmortem 
examination in both groups of cases. Large hemor- 
rhages were observed in 7 of the 13 infants born to 
diabetic mothers in whom autopsies were performed 
and in 9 of the 12 infants with erythroblastosis. 

Edema has been recognized as an outstanding 
characteristic in certain infants with erythroblastosis 
fetalis. Three of the 13 infants born to diabetic 
mothers also had edema. 

The data presented here show why the isoimmuni- 
zation theory may not hold in all cases that are 
diagnosed as erythroblastosis fetalis. Unless all in- 
fants without anemia and jaundice are excluded, 
some infants born to diabetic mothers will be in- 
cluded under the diagnosis of erythroblastosis fetalis. 
Infants born to diabetic mothers rarely have anemia 
or jaundice but do have large numbers of normo- 
blasts in the peripheral blood and in the extra- 
medullary tissues and are similar to infants with 
erythroblastosis fetalis in many other important 
respects. 

Numerically the offspring of diabetic mothers are 
sufficient to account for the ro per cent of infants 
whose mothers are Rh-positive. 

Two theories suggest themselves to explain the 
similarities and differences in these two groups of 
infants. It is possible that the visceral and somatic 
changes in both groups have a common etiology and 
that the anemia and jaundice seen in infants whose 
mothers are Rh-negative are produced by the iso- 
agglutinins in the mother. The alternate theory 
would be to assume that the visceral and somatic 
changes as well as the anemia and jaundice seen in 
infants with erythroblastosis fetalis are dependent on 
isoagglutinins developed in the mother during preg- 
nancy and that these same changes can also be pro- 
duced by an entirely different and unknown factor 
which is related to the diabetic syndrome. 
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Other points which indicate a possible relationship 
between infants born to diabetic mothers and those 
with erythroblastosis fetalis are the increased in- 
cidences in the two groups of congenital anomalies 
and toxemias of pregnancy. Also there is a familial 
tendency in both. DanteL G. Morton, M.D. 


Applebaum, H. S.: A Case of Acute Leucemia 
Complicating Pregnancy, with Autopsy Find- 
ings in the Fetus. Ohio M.J., 1944, 49: 536. 


Leucemia, especially the acute form of the disease, 
is a rare complication of pregnancy. Up to the pres- 
ent time only 79 cases have appeared in the litera- 
ture, and only 1 case of acute leucemia has been re- 
ported (by Wintrobe). The author therefore pre- 
sents one more case and reports his findings in the 
fetus at autopsy. In this case, myeloid leucemia had 
developed during the first half of pregnancy; the 
course was rapid, and the infant did not survive. 
The interesting features of this case were as follows: 

1. There was great enlargement of the lymph 
nodes, particularly the cervical nodes, which was 
observed at the second examination and which sub- 
sided spontaneously after the patient had received 
three transfusions; also, there was even greater en- 
largement of the nodes on the patient’s third and last 
admission to the hospital. This phenomenon is un- 
usual in myeloid leucemia, but it may occur. (In 
contrast to this, the author recalls a case of lym- 
phatic leucemia with a huge spleen, but no per- 
ceptible enlargement of the lymph nodes). 

2. The patient showed what was probably marked 
leucemic infiltration of the breasts. These were 
quite large and very firm, and the condition re- 
sponded appreciably to x-ray therapy. 


3. The most significant factor in the case, how- 
ever, was the confirmation of the belief that a leu- 
cemic mother probably does not transmit the disease 
to her offspring, as evidenced by the absence of 
leucemia in the fetus upon postmortem examination. 

The rapid course of the disease may or may not 
have been influenced by the pregnancy; there are 
differences of opinion on this point. This does not 
controvert the views of Grier and Richter that a 
patient who becomes pregnant early in the course of 
chronic myelogenous leucemia will usually give 
birth to a living child, and that in 4 of 5 instances 
the patient will survive the delivery. The author’s 
case was definitely in the acute stage of the disease. 

Blood transfusions for the anemia and irradiation 
for the symptomatic relief of pressure signs, due to 
enlarged lymph nodes, were the only agents that 
proved to be of value in the treatment of this pa- 
tient. The nodes literally melted away under x-ray 
therapy (a common experience), and the patient ob- 
tained great relief from the cough which had been 
present as the result of enlarged mediastinal nodes 
(proved by x-ray examination). The x-rays were ad- 
ministered above the diaphragm because of appre- 
hension with regard to their effect upon the fetus if 
administered to the spleen. However, many au- 
thorities believe that the spleen could be irradiated 
with impunity if the irradiation were given cau- 
tiously. Other supplementary treatment either 
irritated the patient or proved to be of no value. 

The fetus might have been saved by an earlier 
operation but for opposition on the part of the family, 
who believed that an operation would kill the pa- 
tient, which belief was readily endorsed. 

CHARLES Baron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Nation, E. F.: Renal Aplasia; a Study of 16 Cases. 
J. Urol., Balt., 1944, 51: 579. 


In reviewing the autopsy findings in 27,000 cases 
on record at the Los Angeles General Hospital, Los 
Angeles, California, the author found and reported 
upon 16 cases of renal aplasia. A comparable in- 
cidence of renal agenesis was found in this group. 
It is pointed out that the two conditions often defy 
differentiation clinically. The findings are tabulated. 

The sex distribution was essentially equal (9 
males and 7 females), the right and left kidneys were 
involved with equal frequency, and 3 cases were 
bilateral. Four individuals demonstrated, in addi- 
tion, developmental defects of the genital tract. 
Most of the patients in this group had hypertension, 
but there was no demonstrable correlation. 

The diagnosis of renal aplasia can be made posi- 
tively if the following criteria of Gutierrez are ob- 
served. 

1. No true kidney 

2. No evidence of a true renal pelvis 

3. Absence of a true renal pedicle 
4. A small or absent renal artery 
5. Absence of renal function 
Histological demonstration of glomeruli and 

tubules showing arrest of renal development. 
The incomplete development of the renal pelvis and 
ureter along with the lack of evidence of renal and 
ureteral atrophy due to disease, are the significant 
findings. The aplastic kidney, then, is usually a 
small mass of fibrous tissue and cysts. 

Renal aplasia results from improper union be- 
tween the ureteral bud and the metanephros. If the 
wolffian duct is impeded so that the ureter fails to 
form, renal agenesis is the result; however, if the 
ureter and collecting tubules do not fully develop, 
or if improper contact is made with the nephrogenic 
tissue, tubular differentiation does not occur and 
renal aplasia is the result. Surgical interference in 
renal aplasia is necessary in the following circum- 
stances: (1) for relief of pain, (2) hypertension with 
no disease of the functioning kidney, and (3) hyper- 
tension even when it is impossible to exclude pyelo- 
nephritic contracture or renal hypoplasia. 

Rosert Lica, Jr., M.D. 


Thorn, G. W., Koepf, G. F., and Clinton, M., Jr.: 
Renal Failure Simulating Adrenocortical In- 
sufficiency. N. England J. M., 1944, 231: 76. 


A syndrome characterized by the excessive loss of 
sodium, chloride, and water, resulting in collapse and 
associated with renal disease rather than adrenal 
disease, is described. 

Adrenocortical hormone is of no value in correct- 
ing the mineral depletion of the patients so afflicted, 
as the renal tubular cell on which the hormone nor- 


ry 


mally exerts its effect is unable to respond to addi- 
tional hormone. 

At present there does not appear to be a specific 
pathological change responsible for excessive sodium 
and chloride loss other than widespread renal dam- 
age, associated with extensive scarring, a few remain- 
ing hypertrophied glomeruli, and dilated tubules. 
Less severe loss of sodium and chloride is not infre- 
quently observed in patients with chronic nephritis, 
and striking benefit may follow the judicious use of 
small quantities of supplementary sodium chloride 
and sodium bicarbonate under these circumstances. 

For convenience and for its therapeutic implica- 
tion, the patients with chronic renal disease present- 
ing evident signs and symptoms of sodium and 
chloride depletion may be said to be suffering from 
“salt-losing nephritis.” Joun A. Loer, M.D. 


Counseller, V. S., Cook, E. N., and Seefeld, P. H.: 
Primary Epithelioma of the Ureter; A Follow- 
Up Study of 18 Cases with the Addition of 9 
New Cases. J. Urol., Balt., 1944, 51: 606. 


With the recent remarkable increase of the fre- 
quency of recorded cases of carcinoma of the ureter, 
interest in the clinical and pathological aspects of 
the disease has increased. Carcinoma of the ureter 
usually appears in the sixth and seventh decades of 
life, occurs more frequently in men, and is usually 
located in the lower segment of the ureter, more fre- 
quently in the right ureter. Predominant symptoms 
are hematuria, renal or lower abdominal pain vary- 
ing from a dull ache to typical ureteral colic, and less 
frequently tumor or mass, usually the concomitant 
hydronephrotic kidney. The accuracy of diagnosis 
has been improved by earlier, more adequate studies, 
including examination of the urine for tumor cells, 
cystoscopy and ureteral instrumentation, and ex- 
cretion and retrograde urography. 

Pathologically, the authors favor the classification 
presented by Broders. The tumor concerned is the 
primary squamous-cell epithelioma, usually of a 
papillary type. Tumors of the ureter are not benign 
either clinically or pathologically and must be con- 
sidered malignant lesions. Primary malignancies of 
the ureter tend to spread early and extensively. 
Metastasis from these lesions tends to occur earlier 
than from tumors of the bladder, and both recur- 
rence and metastasis increase in direct proportion to 
the grade of malignancy. Metastatic lesions have 
been found in the retroperitoneal lymph nodes, liver, 
lumbar vertebrae, sacral vertebrae, lungs and kid- 
neys, and more rarely in the adrenals, spleen, brain, 
pancreas, and skin. 

Adequate treatment of primary carcinoma of the 
ureter is difficult to evaluate because of the scant 
information available in the literature. Kelly in 
1896 was the first to advocate nephroureterectomy 
in the treatment of primary carcinoma of the ureter. 
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A follow-up study of 18 previously reported cases 
(Cook and Counsellor, 1941) reveals that regardless 
of the type of operation employed, 7 of the 10 pa- 
tients who had lesions graded 1 or 2 are alive more 
than four years after operation and 1 of these has 
lived more than thirteen years. Of the 8 patients 
who had lesions graded 3 or 4, 6 died within two and 
one half years, excluding 1 postoperative death. The 
remaining patient whose lesions were high-grade has 
lived more than twelve years but at the time of writ- 
ing shows probable recurrence of the condition in 
the bladder. 

The tendency of these tumors to recur in the 
bladder makes frequent periodic cystoscopic exam- 
inations of the patient necessary for a moderately 
long time after operation. Growth of these tumors 
by lymphatic or by direct extension down the ureter 
and through its walls to contiguous structures 
necessitates complete extirpation of the kidney, 
ureter, all periureteral adipose tissue, and the ureter- 
ovesical segment of the bladder in order to offer the 
greatest opportunity for surgical cure of the disease. 
Local recurrence is almost certaiz to take place if 
any part of the ureter is allowed to remain. Case re- 
ports presented emphasize this. 

Nine new cases are reported of which 6 were in 
men and 3 in women. The average age was sixty-two 
and two tenths years, all of the patients falling 
within the age group from 57 to 71, inclusive. Three 
tumors were grade 1, 4 were grade 2, and 2 were 
grade 4. Of the 9, 6 were papillary and 3 were in- 
filtrating. The smallest lesion measured 1.4 cm. in 
diameter; the largest lesion occupied the lower 15 
cm. of the ureter. The grade of malignancy does not 
appear to be related to the size of the tumor. Five 
of the tumors occurred in the right ureter and 4 oc- 
curred in the left. One lesion was located in the up- 
per third of the ureter, another in-the middle third, 
while the rest of the lesions were found in the lower 
third. Dilatation of the ureter and hydronephrosis 
were found in all of the 9 cases. Destruction of renal 
substance was as high as go per cent in one case, and 
80 per cent in another. In 2 cases a palpable mass 
was present at the first examination. In 4 cases 
pyonephritis was present, but no calculi were found 
in any of the cases. Hematuria occurred in 8 of 9 
cases, microscopic in 4 and gross in 4; it was the only 
complaint in 2 cases. Pain was present in 6 cases, 
occurring as the first symptom in 5 cases. Micro- 
scopic examination of the urine was of little aid in 
diagnosis beyond that it revealed the presence of 
erythrocytes. In no case were tumor cells found. At 
cystoscopy in 3 of the 9 cases the tumor was seen 
protruding from the ureteral orifice. In 5 cases no 
evidence of tumor was found on cystoscopy. In all 
cases a ureteral catheter met with obstruction at the 
site of the tumor, and in the majority of instances 
catheterization of the involved ureter was accom- 
panied by bleeding which tended to be moderately 
profuse. Blood was seen spurting from the ureteral 
orifice before instrumentation in 1 case. Excretory 
urography was of no aid in demonstrating the pres- 
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ence or position of the lesion but was helpful in de- 
termining renal function. Retrograde pyeloureterog- 
raphy led to a correct preoperative diagnosis in all 
cases. In regard to these 9 new cases, insufficient 
time has elapsed to include them in the previously 
reported 18 cases. However, 2 patients have died, 
one twenty months, and the other five months, post- 
operatively. The former patient had two vesical 
recurrences following complete nephroureterectomy 
and partial cystectomy and died with pulmonary and 
brain metastases of grade 4. There was no local 
evidence of recurrence. 

The authors conclude by calling attention to the 
importance of keeping in mind this very interesting 
condition, which although not common occurs often 
enough to keep one on the lookout for it. Unex- 
plained hydronephrosis or hematuria in patients of 
more than fifty years should warrant investigation 
of the ureters. 

Early surgical intervention is recommended as the 
treatment of choice, and total nephroureterectomy 
with removal of a cuff of bladder is strongly advo- 
cated. The grade of the tumor is the main factor 
influencing the prognosis. Patients who have low 
grades of malignancy have done well with radical 
surgical treatment, whereas patients with high- 
grade malignancies of the ureter have not responded 
well to any form of therapy. 

Donato F. McDonatp, M.D. 


Madrid, A.: Study of Partial Postoperative Fistulas 
of the Ureter Treated by a Permanent Ureteral 
Catheter (Estudio de las fistulas parciales post- 
operatorias del uréter tratadas por la sonda ureteral 
permanente). Med. rev. mex., 1944, 24: 247. 


Operative lesions of the ureter are seen most fre- 
quently in gynecological operations as the relations 
of the ureter to the female genital organs are so close 
that it is hard to avoid some injury of the ureter. It is 
difficult to determine the exact number of such in- 
juries but they are probably more frequent than is 
generally supposed. If the ureter is completely sev- 
ered its continuity cannot be restored without a 
surgical operation, but when only a small part of the 
circumference of the wall of the ureter is injured a 
partial fistula is established. Such fistulas, the author 
maintains, can be cured by inserting a ureteral cathe- 
= aa is left in place permanently until the fistula 

eals, 

Five illustrative cases are described in detail and a 
discussion is given of the anatomical conditions 
which explain these lesions of the ureter. Such lesions 
may be produced not only by operative trauma but 
also by necrosis if in the course of an extensive dis- 
section of the ureter the periureteral arterial plexus 
is destroyed. 

It is important to differentiate between total and 
partial fistulas of the ureter as the treatment is quite 
different. The methods of examination to be used in 
this differentiation are cystoscopy, catheterization of 
the ureters, and ureteropyelography. 

Auprey G. Morecan, M.D. 
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BLADDER, URETHRA, AND PENIS 


Sandrey, J. G., and Mogg, R. A.: Wounds of the 
Bladder. Lancet, Lond., 1944, 246: 716. 


Five representative cases of bladder wounds are 
reported. The significance of these wounds is found 
in the fact that in the war from 1914 to 1918, 5 per 
cent of all abdominal wounds involved the bladder. 

Vesical wounds are usually complicated by other 
injuries since the bladder is surrounded by bony 
structures. The bladder when distended lies outside 
the bony pelvis, and it is noted that in the distended 
state the bladder may be ruptured by only slight 
external trauma; however, the excitement of im- 
pending battle usually causes micturition so that in 
battle the bladder is usually not distended. The 
pelvic fascia limits the perivesical extravasation and 
drainage must therefore be accomplished by care- 
fully planned anatomic approach. 

The perivesical tissues seem to be of low resistance 
to infection and for that reason in the war from 1914 
to 1918 pelvic cellulitis was responsible: for more 
deaths than any other single cause in patients who 
survived the immediate hazards of a bladder wound. 
Then, too, later complications were attributable to 
chronic perivesical cellulitis. Hence, the important 
factor in the treatment of any bladder wound is “the 
prevention of any effusion, either of blood or urine 
in the perivesical tissues.” The perforation of the 
bladder requires early suture and the same treat- 
ment applies to perforation of the gut. The supra- 
pubic cystotomy affords vesical drainage and rest, 
and in addition relieves the pressure on the suture 
line. 

Surgically the perivesical space can be divided 
into two compartments: (1) the anterior or prevesi- 
cal space (space of Retzius), and (2) the postero- 
lateral or paravesical spaces which communicate an- 
teriorly to the rectum below the rectovesical pouch 
of the peritoneum. The pre- and paravesical com- 
partments are drained suprapubically while the rec- 
ommended approach for the posterior paravesical 
space is a midline perineal approach. 

The perivesical effusions of blood are found poste- 
riorly most often because of the rupture of veins that 
are numerous in this area and communicate with the 
prostatic and dorsal vein of the penis. In the event 
of injury of these veins the hemorrhage may become 
massive and extend in a retroperitoneal direction 
posteriorly. The diagnosis is made rectally when a 
palpably boggy mass is found. Treatment consists 
in the removal of the clot by either a perineal or 
suprapubic approach and the ligation of the bleed- 
ing vessel if possible, although often if the clot is re- 
moved the bleeding ceases since the vessel retracts. 
The danger and consequence of perivesical infection 
are emphasized. 

Vesical injuries are of the following types: 

(1) Contusion of the bladder wall 

(2) Puncture wounds of the bladder 

(3) Extensive lacerated wounds with or without 

destruction of a large segment of the bladder 
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(4) Destruction of the anterior abdominal wall 

witb herniation of the bladder 

(5) Through-and-through wounds 
It is noted that the wound of the bladder is depend- 
ent upon the missile tract and the amount of disten- 
tion of the bladder at the time of injury. The high 
explosive wounds are complicated with infection be- 
cause of the introduced particles of cloth and soil, 
while bullet and bayonet wounds are clean. If the 
missile strikes bone first the soft-tissue damage is 
much increased, and if the bone is compact like the 
pubic bone, splinters are driven into the tissues, 
“‘blessure 4 grand fracas.” 

In over half of the bladder injuries there is asso- 
ciated damage of the bones of the pelvic girdle. In- 
juries of the rectum occur in 30 per cent of the cases 
and intraperitoneal injuries are often complicated by 
intestinal perforation. 

Clinically, the condition is characterized by: (1) a 
variable degree of shock which is dependent upon 
the character and degree of associated injuries and 
hemorrhage, (2) hemorrhage which may be intra- or 
extraperitoneal, and of these two types the latter is 
more serious because of its potentialities of exten- 
sion, (3) an external fistula which can be diagnosed 
by determining the presence of more than o.1 per 
cent urea in the exuding fluid, or the excretion of 
indigo-carmine. Urine retention may occur, tender- 
ness and rigidity of the lower abdomen may denote 
abdominal-muscle contusion only, and dysuria may 
suggest an impacted foreign body in the vesical neck. 

The diagnosis of vesical injury is based on cystos- 
copy, rectal examination, and careful evaluation of 
missile tracts reconstructed by observing the point 
of entry and exit. Suprapubic exploration is advised 
in all doubtful cases. 

The fundamentals of treatment are listed as follows: 

1. Early operation must be done to prevent ex- 
travasation, and to remove foreign bodies and the 
source of infection. 

2. The bladder must be exposed and the perito- 
neum opened to observe the peritoneal surface of the 
bladder and adjacent viscera. The intraperitoneal 
lesion must be repaired and the rectovesical pouch 
drained. All perforations must be sutured with in- 
terrupted catgut sutures at half-inch intervals in- 
cluding the whole thickness of the bladder wall. 

3. Suprapubic drainage is essential and drainage 
per urethram is mentioned only to be condemned. 

4. Perivesical drainage with counter openings is 
important and should be carefully executed in each 
case. The rectal wall perforation should be closed 
and, if posterior, should be approached by removing 
the coccyx or the lower sacrum. Fragments of bone 
and foreign bodies must be evacuated. 

In first aid at the field cystostomy has no place, 
but during transport a urethral catheter is permis- 
sible for drainage. If a tube can be inserted down 
the missile tract into the bladder the organ may thus 
be drained until exploratory surgery is available. It 
is emphasized that cystostomy alone is not enough 
and that suture of the bladder wounds is essential. 
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The authors’ statements are emphasized by the 
presentation of 5 cases. The seriousness of bladder 
wounds is stressed by the fact that Young reported 
a 61 per cent mortality in the 57 cases seen in France 
in 1914 and 1918. Rosert Lic, Jr., M.D. 


Miller, C. P., Scott, W. W., and Moeller, V.: Studies 
on the Action of Penicillin: The Rapidity of Its 
Therapeutic Effect on Gonococcal Urethritis. 
J. Am. M. ASs., 1944, 125: 607. 


Twenty-one cases of gonococcal urethritis includ- 
ing early, acute, and chronic sulfonamide-resistant 
infections, some with complications, were treated 
with intramuscular injections of penicillin. The total 
amount of penicillin did not exceed 100,000 units. It 
was given in divided doses of various sizes over pe- 
riods of various lengths, mostly of five hours or less. 

Frequent examination by means of smear and cul- 
ture showed that the gonococci disappeared within 
a few hours after the first injection of penicillin. 

Joun A. Loer, M.D. 


Oard, H. C., Jordon, E. V., Nimaroff, M., and 
Phelan, W. J.: The Treatment of Gonorrheal 
Urethritis with Sulfonamides and Penicillin 
Combined. J. Am. M. Ass., 1944, 125: 323. 


The authors’ results with the use of penicillin in 
doses of 80,000 or more Oxford units in sulfonamide- 
resistant gonorrheal urethritis are in accord with 
those obtained by others. In almost all cases in 
which such doses were administered the symptoms 
and urethral discharge cleared and bacteriological 
cure resulted within twenty-four hours or less. In a 
few cases a slight mucoid discharge persisted for a 
few days. 

The results in sulfonamide-resistant gonorrhea in 
patients who received only 50,000 units of penicillin 
were unexpected in that there were no failures. The 
series (73 cases) seems somewhat large to be ac- 
counted for by mere chance. Because the error of 
the assay of penicillin may be considerable when 
dealing with small amounts, it might be supposed 
that the patients received considerably more than 
50,000 units, but against such a supposition is the 
fact that several different batches of the drug ob- 
tained from two different pharmaceutical firms were 
used in treating those patients, and it is unlikely 
that an error would always have been in the same 
direction. Although the aforementioned factors may 
have played a role, the authors are of the opinion 
that the excellent results obtained with the combined 
drugs occurred because the drugs actually enhanced 
the effectiveness of each other. Clinically, the only 
difference between the patients receiving 50,000 units 
and those receiving the larger doses was that in the 
former the urethral discharge abated somewhat more 
slowly, usually over a period of two or three days, 
but the patients were bacteriologically cured just as 
promptly. 

Because the histories were usually unreliable, esti- 
mation of the duration of the disease or of previous 
treatment was not attempted. In many cases the 
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disease had probably existed for prolonged periods 
and had received considerable treatment; in others 
it was probably of fairly recent origin, frequently be- 
ing the result of a “‘last fling’’ just prior to induction 
into the Navy. 

That gonorrhea in Negroes is more amenable to 
treatment than it is in white men has long been the 
belief of physicians. The results shown support the 
idea that sulfonamides enhance the effectiveness of 
penicillin. It has also been demonstrated that treat- 
ment of the disease with 50,000 units of penicillin 
alone results in failure in upward of 15 per cent of 
the cases. In contrast, the data show that with the 
combined use of a moderate amount of sulfathiazole 
and 50,000 units of penicillin from one-half to one- 
third as many failures occur as result when similar 
amounts of penicillin are used alone. Furthermore, 
when previous treatment with sulfonamides is fol- 
lowed by the combined sulfonamide-penicillin ther- 
apy, the rate of cure is even greater, especially in the 
negro. Whether or not the increased effectiveness is 
due to true synergism between the drugs is not clear, 
because, as stated, penicillin therapy is also more 
efficacious for patients who have received previous 
treatment with sulfonamides. One might, of course, 
assert that the greater effectiveness when the drugs 
are used simultaneously is due, not to an additional 
effect or to an enhancement of one drug by the other, 
but merely to the fact that a certain number of pa- 
tients are cured by one drug, while the other drug 
was ineffectual. From a practical standpoint, how- 
ever, the important factor is that the concomitant 
use of moderate amounts of sulfonamides (12 gm.) 
and of penicillin (50,000 units) is strikingly more 
effective than when either drug is used alone. 

Clinically, it was noteworthy that the patients 
treated concurrently with the drugs were cured 
promptly, and that except in 1 patient failure to 
cure was obvious within three or four days. When 
the treatment failed, symptoms failed to disappear, 
the urethral discharge abated but slightly or not at 
all, and smears remained positive for neisseria gonor- 
rhoeae. Only 1 patient, whose symptoms and dis- 
charge cleared immediately and who was bacterio- 
logically ‘‘cured” on the seventh day, later had a 
recurrence of mucoid discharge from which neisseria 
gonorrhoeae was cultured on the sixteenth day. 

Joun A. LoEr, M.D. 


MISCELLANEOUS 


Jacoby, A., and Ollswang, A. H.: One-Dose, One- 
Day Treatment of Gonorrhea with Sulfathia- 
zole. Am. J. Syph., 1944, 28: 413. 


The study reported by the authors was undertaken 
with a view to determine whether the time of in- 
fectivity of gonorrhea under treatment could be 
reduced. 

The method of treatment first tried was the ad- 
ministration of 2 gm. of sulfathiazole four times a 
day; this was used in 2 patients. Through a mis- 
understanding the first patient was given 4 gm. four 
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times a day, or a total of 16 gm. No ill effects were 
noted. The dosage was then modified so that 4 gm. 
were administered twice a day; this was tried in 3 
patients. As a further modification, the total dose 
of 8 gm. was administered at one time; this manner 
of treatment was used in 62 patients. The patient, in 
the presence of the physician, swallowed 16 tablets 
(%% gm. each) of sulfathiazole, one at a time with 
water, within two or three minutes. In the case of 1 
patient, the dose was reduced to 6 gm. taken at one 
time. 

The relative freedom from any serious toxic re- 
action in these patients is worthy of note. No inter- 
ference with, nor interruption of, the patient’s usual 
activity was reported. Five patients had minor toxic 
reactions; 2 complained of slight nausea; 1 patient 
had a mild edema of the lips on the following day 
which disappeared the next day; 1 had a numbness 
and tingling of the finger tips and at the tip of the 
tongue; and 1 had a few red blood cells in the urine 
which disappeared the next day. 

In 35 cases smears and cultures became negative 
in twenty-four hours; in 9 cases, in two days; in 10 
cases, in three days; and in 3 cases, in four days. In 
25 patients the discharge persisted after the smears 
and cultures had become negative. In 47 patients, 
two prostatic examinations, including smears and 
cultures of the prostatic secretions, were made fol- 
lowing the disappearance of symptoms. Only one 
such examination was possible in 7 patients. The 
period of observation in this group of patients ranged 
from five to twenty-seven days—a mean time of 
twelve and seven-tenths days. 

The results of treatment indicated that 57 of the 
69 patients were cured. Positive smears and cultures 
persisted in the remainder after the initial medication 
and these patients were placed on routine therapy of 
5 gm. of sulfathiazole daily for a period of five days; 
4 were cured, 5 remained persistently positive, 1 
failed to return, and in 1 the outcome was doubtful. 

Joun A. Loer, M.D. 


Frisch, A. W.: Sulfonamide-Resistant Gonorrhea. 
Am. J. Syph., 1944, 28: 397. 


In the treatment of acute gonorrhea the term 
“sulfonamide-resistance” has assumed a clinical 
rather than a bacteriological connotation. Actually, 
the term sulfonamide-resistance should be applied 
only to those cases in which the gonococci have ac- 
quired drug tolerance. 

In the present study, proteose No. 3 (Difco) choc- 
olate agar plates with and without 5 mgm. per cent 
of sodium sulfathiazole or sulfadiazine were streaked 
with urethral swabs which were immersed and agi- 
tated in 1 cc. of brain-heart infusion broth prior to 
streaking. Cultures were incubated under carbon- 
dioxide tension for forty-eight hours, sprayed with 
p-aminodimethylaniline-monohydrochloride and 
compared. Results were clean-cut and little diffi- 
culty was encountered in differentiating neisseriae 
from other organisms. Frequently the control and 
drug plates showed equal numbers of colonies, but 
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the individual colonies appeared to be stimulated by 
the drug so that they were distinctly larger than the 
control. 

A control series of 81 new inductees reporting with 
urethral discharges, of whom 28 admitted having 
taken sulfonamides and 21 of these had discharges 
of more than one month’s duration, were treated 
with sulfathiazole according to the standard dose of 
4 gm. initially and 1 gm. every four hours subse- 
quently for five days. Clinical cure, disappearance 
of the discharge, was effected in 66 patients (82 per 
cent) while 12 patients classed as clinically resistant 
and 3 who had reactions to the sulfathiazole were 
hospitalized for further treatment. Of these 12 re- 
sistant patients, 8 were cured by sulfonamide ther- 
apy and 4 remained refractory to chemotherapy. 
Those patients who had drug reactions were also 
cured by sulfonamide therapy. Among these 81 
cases, growth of gonococci on the plates containing 
5 mgm. per cent of sulfathiazole or sulfadiazine oc- 
curred in only 2, partially in one, and maximally in 
the other. The latter case was a dispensary case in 
which the organisms had been susceptible one week 
previously. 

A second group of 100 so-called clinically resistant 
cases of gonorrhea were studied by the same meth- 
ods. All of the patients had had two or more courses 
of sulfonamide and had been infected for two or more 
months. The cases were classified into groups ac- 
cording to whether cultures showed resistance, par- 
tial resistance, or susceptibility to sulfathiazole and 
sulfadiazine. The only difference appeared to be 
that the partially resistant and the susceptible cases 
had been given less sulfonamide on the average. In 
contrast to the acute cases, it was found that 58 per 
cent of the cultures grew to some degree on plates 
containing 5 mgm. per cent of sulfadiazine, and 37 
per cent of the cultures behaved similarly toward 
sulfathiazole. Only 35 per cent and 22 per cent of 
the cultures grew maximally in the 5 mgm. per cent 
concentration of sulfadiazine and sulfathiazole which 
was used. Comparison of the effect of the two drugs 
on gonococci revealed that resistance developed 
more readily to sulfadiazine. Among the 35 cultures 
which were maximally resistant to sulfadiazine the 
growth of 10 was completely inhibited by sulfathia- 
zole. In this clinically resistant group the growth 
of 42 per cent and 63 per cent of the cultures was 
competely inhibited by 5 mgm. per cent of sulfadia- 
zine and sulfathiazole, respectively, concentrations 
easily within the therapeutic range. 

The evidence in this study and in other reported 
series of cases substantiates the statement that gram 
for gram sulfathiazole is more potent than either sul- 
fadiazine or sulfapyridine in the treatment of both 
acute and clinically resistant gonorrhea provided no 
contraindications exist. The discrepancy between 
clinical resistance and in vitro susceptibility, a ratio 
of 100 to 37, may be explained by inadequate dosage, 
obstruction to effective drainage of pus in one or more 
small foci within the glandular elements of the gen- 
itourinary tract, and inadequate penetration of the 
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drugs into the infected tissues. With the exclusion 
of these factors the diagnosis of sulfonamide-resistant 
gonorrhea should be made only after proper bac- 
teriological study. 

The suggested program is as follows: 

Suspected urethral discharges are cultured on 
standard proteose No. 3 chocolate agar and on two 
additional plates in which o.5 mgm. and 5.0 mgm. 
per cent of sulfathiazole have been incorporated. 
This procedure would permit a division of the cases 
into three groups: (1) no growth of gonococci in eith- 
er concentration of the drug; (2) partial or maximal 
growth in o.5 mgm. per cent sulfathiazole but none 
in 5.0 mgm. per cent; and (3) partial or maximal 
growth in 5.0 mgm. per cent sulfathiazole. Patients 
in group 1 should respond promptly to routine sul- 
fonamide therapy. Those in group 2 might require 
additional courses, with larger doses of drug and 
eradication of encapsulated foci before a cure is ef- 
fected. The cases classed in group 3 should be treat- 
ed with fever or penicillin. 

DonaLtp F. McDona.p, M.D. 


Cronin, E.: The Hyperpyrexial Treatment of Gonor- 
rhea by Continuous Intravenous T.A.B. Vac- 
cine. J. R. Army M. Corps, 1944, 82: 263. 


Gonorrhea encountered in North Africa was found 
resistant to the usual routine of sulfonamide medica- 
tion in 80 of 100 cases studied. Of the 80 patients 
29 were still “gonococcus-positive” after a week of 
urethral irrigations and an additional course of sul- 
fonamide medication. In addition, many of these 29 


patients still had a urethral discharge, but no gono- 
cocci could be seen. The dosage of the sulfonamide 
was 5 gm. daily for five days. In these failures a 
routine of gonococcal and typhoid vaccine, given in- 
travenously, was undertaken, but it was without 
avail. 

T.A.B. vaccine (containing 1,000 million organ- 
isms of the bacillus typhosus and 750 million each of 
the bacilli paratyphosus A and B per cubic centi- 
meter) was then administered intravenously, along 
with oral sulfonamide medication. Fourteen cases 
are reported. No failures occurred in this group. 

The routine was as follows: (1) 4 gm. of sulfa- 
pyridine were given in the evening; (2) 2 gm. of the 
same sulfonamide along with 0.2 cc. of T.A.B. vac- 
cine were given intravenously the next morning; (3) 
two hours later the intravenous drip was started; 
this contained 4 cc. of vaccine in 600 cc. of glucose- 
saline solution and was run at 1 drop per second 
(administration varied with the temperatures ob- 
tained—with a five-hours fever of 103°F. it was con- 
sidered imperative); and (4) some of the cases were 
given anterior urethral irrigations for three or four 
days after this therapy. The reason for the urethral 
irrigations was to clear the canal of any epithelial 
foci which were found to be stimulating to bacterial 
growth. 

The criterion of cure was based on prostatic 
smears, 2 glass urine tests, and urine-sediment exam- 
inations. A more complex criterion could not be es- 
tablished under the circumstances of desert warfare. 

RosBeERrtT Lic, Jr., M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Meadoff, N., and Gray, A. B.: Stenosing Tendo- 
vaginitis. Permanente Foundation Medical Bul- 
letin, 1944, 2: 106. 


Chronic trauma is accepted as the etiological agent 
in stenosing tendovaginitis or “trigger fingers” and 
De Quervain’s disease of the thumb. Experience 
with welders demonstrates that the association of the 
trauma of holding a welding “stinger” tightly with 
an untrained hand and a general muscular tension is 
of etiological significance. It is almost invariably the 
ex-housewife or ex-office worker who develops this 
condition. It is a rare occurrence among competent 
craftsmen who have been employed in this work 
over a long period. Stenosing tendovaginitis is also 
commonly found among people who indulge in pro- 
longed piano playing, typing, excessive writing, using 
scissors or shears, washing or wringing clothes, or 
carrying heavy objects. 

The third and fourth digits are sufficiently dis- 
tinguished anatomically and functionally to account 
for the usual localization of the condition to these 
two digits, which exert the greatest grasping effect 
in the welder. Asa result of the trauma of maintain- 
ing prolonged flexion, a mild aseptic inflammation 
develops at the proximal end of the flexor digital 
tendon sheaths which eventually become thickened 
and constricted. A nodule in the tendon develops 
immediately proximal to this constriction as the 
finger is maintained in the flexed position. The 
passage of the nodule through the constriction is 
responsible for the ‘‘locking.” 

The pathology of DeQuervain’s stenosing tendo- 
vaginitis at the radial styloid is identical with that in 
“trigger fingers.” Sections from the radial styloid 
sheath show hypertrophy of the synovial layer, 
thickening and vascularization of the loose connec- 
tive-tissue layer, and thickening of the ligamentous 
layer, which is exactly the histological pathology in 
“trigger fingers.”” Sections of resected tendon nodule 
show distortion of the collagen bundles, homo- 
geneous hyalinization, and mucoid change with areas 
suggestive of early calcification. 

Early symptoms of “trigger fingers” were pain 
and stiffness of the middle and ring fingers of the 
major hand. The “locking” was usually first noted 
on awakening when the involved fingers were flexed 
and could only be extended with difficulty and with 
noticeable “trigger action.”” Eventually most cases 
developed “trigger action”’ each time the fingers were 
extended. Associated with the local symptoms were 
some weakness of grip and a variable degree of pain 
radiating up the flexor aspect of the forearm. Ex- 
amination of the hand always revealed a palpable 
tendon nodule in the vicinity of the distal flexor 
crease of the palm which slipped under the palpating 
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fingers with closure of the hand. The “locking’ 
could be easily demonstrated by the patient. The 
finger could not extend after forceful flexion. There 
was some local tenderness in half of the cases but 
sedimentation rates were normal in 6 patients and 
only slightly elevated in 2. 

The clinical picture of tenderness at the radial 
styloid with slight swelling and accentuation of pain 
by flexion of the thumb and ulnar deviation of the 
wrist is well known as DeQuervain’s lesion. 

In each operative case of “trigger finger” the thick- 
ening and constriction of the flexor tendon sheath at 
its origin, together with localized thickening of the 
profundus tendon immediately distal to the bifurca- 
tion of the sublimis tendon, were demonstrated. 
Incision of the constricted sheath afforded instanta- 
neous relief of locking in all but 1 instance, in which 
resection of the tendon nodule, because of its large 
size, was necessary. In each case of DeQuervain’s 
tendovaginitis of the thumb, “locking,” thickening 
of the pulley, and constriction of the sheath near the 
base of the proximal phalanx were demonstrated at 
operation. 

Treatment is both prophylactic and therapeutic. 
A larger welding “stinger” prevented some of the 
acute flexion of the fingers and afforded considerable 
benefit. Periodic finger relaxing exercises were in- 
stituted. The most important factor was found to 
be that the average new worker was holding his 
welding “stinger” far too tightly and exerting too 
much energy at the job. When tension was overcome 
the incidence of hand discomfort was greatly de- 
creased. When first seen, each case was treated by 
immobilization of the proximal interphalangeal joint 
in extension by short metal-padded splints which 
relieved locking in every case without interfering 
with the patient’s work. Surgical treatment was ad- 
vised for each case when the symptoms persisted 
after three or four weeks following splinting. Those 
who refused surgery were advised to make some occu- 
pational change. Under local infiltration anesthesia 
through a transverse incision along the distal palmar 
crease the constricted portion of the sheath was in- 
cised. In DeQuervain’s lesion a resection of the roof 
of the sheath was adequate in each case and the 
thumb and wrist were splinted for one week. 

Statistical analysis of 38 cases of stenosing tendo- 
vaginitis observed by the authors revealed that the 
incidence of this definitely occupational disease was 
greatest in women (63 per cent of cases); the major- 
ity were welders (63 per cent of all cases); and the 
condition occurred generally in newly trained work- 
ers (78 per cent had worked less than two months 
when the first symptoms developed). The condition 
involved the right third and fourth fingers in 50 per 
cent of the cases, and the right third, fourth, and/or 
fifth fingers, or in combination, in go per cent of all 
the cases. Surgical treatment was found safe, sim- 
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ple, and effective, with an average loss of thirteen 
and eight-tenths days from work. Some residual dis- 
comfort persisted following surgery in 2 of 17 cases. 
No change of occupation was found necessary after 
appropriate treatment in 15 of 20 unoperated cases 
and in 15 of 17 operative cases. 

DonaLp F. McDona.p, M.D. 


Chandler, F. A., and Altenberg, A.: 
Muscular Torticollis. 
125: 476. 

The authors present their clinical observations 
based on a consecutive series of ror patients with 
muscular torticollis. The anatomy of the sterno- 
cleidomastoid muscle and the pathological changes 
found therein are described and the literature on the 
etiologica! factors involved in this condition are 
reviewed. 

Pathologically, the swelling found in the sterno- 
cleidomastoid muscle in muscular torticollis of early 
infancy is not a hematoma but a fibroma which on 
section appears white and glistening and under the 
microscope shows replacement of the muscle cells 
with dense fibrous tissue. In an older child the swell- 
ing disappears and the muscle is replaced by a dense 
tendinous band. 

It is the authors’ opinion that muscular torticollis 
does not result from any single pathological disturb- 
ance but from a number of contributory factors 
which may act separately or together. Intrauterine 
malposition, trauma during delivery, and _ local 
ischemia of the sternocleidomastoid muscle are the 
three most important factors cited. The authors also 
suggest that intrauterine torticollis is an important 
factor in breech presentation at birth and so may 
account for the relatively high incidence of breech 
presentations in the birth history of these cases, 

Surgery was carried out in all of these cases and 
excellent results were obtained with only several ex- 
ceptions. The operative procedure is described. The 
authors believe that surgical treatment of torticollis 
in early infancy is justifiable, especially in severe 
cases, and is a means of preventing not only the usual 
deformity but also associated deformities of the head, 
face, and spine. The results of surgical correction in 
young infants have been so uniformly successful that 
the age of operation in the authors’ recent cases 
has been three months and younger. 

: Dantet H. Levintuat, M.D. 


‘‘Congenital’”’ 
J. Am. M. Ass., 1944, 


Schrager, V. L.: Syphilis of the Tendon of the Long 
Head of the Biceps Muscle and of the Olec- 
ranon Bursa. Arch. Surg., 1944, 48: 423. 


The author reports a case of syphilis of the biceps 
tendon and reviews the literature on this subject. 
The vulnerability of the long head of the biceps mus- 
cle to both specific and nonspecific infection is based 
on a number of factors: (1) anatomical—the relative 
instability of the shoulder joint and constant move- 
ment of the tendon in a shallow groove subjects it to 
injury and dislocation; (2) physiological—the ten- 
don is taxed beyond its physiological requirements 


by the many strenuous activities of the shoulder 
joint; and (3) pathological—because of its vestigial 
nature, constant friction, and overuse, it falls prey 
to infection. 

The diagnosis of syphilitic tendinitis is based on 
the history of syphilis, positive serology and the 
presence of a painless mass or painless swelling of the 
joints. The last symptom often leads to the mistaken 
diagnosis of a rheumatic or arthritic joint. Pain, if 
present at all, is more likely to be nocturnal and re- 
lieved by exercise. The involved tendon may be 
thickened and have painless movable nodules pal- 
pable along its course. This may lead to the mistaken 
diagnosis of nonsuppurative tendinitis or tuber- 
culosis of the tendon sheath. 

Syphilis has a predilection for those tendons which 
are thick and strong, e.g., those of the biceps, tri- 
ceps, and extensors of the fingers. The painless, 
movable nodules are the chief pathological charac- 
teristic of syphilitic tendinitis. They are a manifes- 
tation of the tertiary stage of syphilis and their 
microscopic picture is that of a syphilitic granuloma. 

Syphilitic bursitis may occur either in the second- 
ary or tertiary stage of syphilis. There may be little 
or no pain; an indolent bursitis without a history of 
trauma should be suspected of being syphilitic. The 
bursae most commonly involved are the prepatellar, 
subpatellar, and those about the elbow. Tuberculo- 
sis is often erroneously diagnosed in these cases. 

The author suggests that syphilis of the tendon or 
bursa be considered more often in the diagnosis of 
bursitis or tendinitis, especially when indolence is a 
predominating characteristic. 

DanteEv H. LEvintHat, M.D. 


Cleveland, M., Willien, L. J., and Doran, P. C.: 
Surgical Treatment of Hallux Valgus in Troops 
in Training at Fort Jackson During the Year 
of 1942. J. Bone Surg., 1944, 26: 531. 


In civilian practice the problem of hallux valgus 
is largely limited to women who submit to surgical 
treatment because of pain or vanity. The soldier 
seeks surgical relief solely because of pain. In a large 
infantry post during the year 1942, only 25 soldiers 
and officers complained of symptoms sufficiently 
severe to justify the surgical treatment of hallux 
valgus. The average length of service prior to opera- 
tion was nine months. The shortest period of service 
was seven days and the longest, eight years and 
eight months. The average age was twenty-eight 
and the age range was from twenty-one to thirty- 
eight years and six months. One-half of the soldiers 
were in the Infantry, while the rest were scattered 
among the Field Artillery, Engineers, Air Force, and 
Medical Department. In only 1 instance was the 
surgical condition considered to have developed 
while the patient was in line of duty. 

The surgical treatment included 40 operations, 
since in 15 cases the condition was bilateral and in 
10 unilateral. The types of operation performed in 
the order of frequency were: the Keller operation, 
the McBride operation, simple excision of the 
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exostosis, and the Silver operation. The end-results 
are known in 22, or 88 per cent, of this group of 
patients. They are considered satisfactory only if 
the soldier or officer has resumed full duty. Only 5 
soldiers, 1 nurse, and 1 officer, 31.8 per cent of the 
22 with known end-results, have remained on full- 
duty status. Two of these had both feet operated 
upon. 

The authors conclude that the surgical treatment 
for bunions among soldiers in training restores too 
few to full duty to justify its use. The exception to 
this is among Army nurses among whom a high per- 
centage of success may be expected. 

Haroip C. Ocusner, M.D. 


Di Rienzo, S.: Spondylitis Caused by Brucella 
Infection (La espondilitis brucelosica). Radiol., 
B. Air., 1943, 6: 171. 

Brucella infection attacks the spine in a great per- 
centage of cases, and this location of the disease 
supplies us with characteristic signs which facilitate 
the diagnosis. 

The involvement of the spine is not limited to the 
osseous tissues; the differentiated soft parts, such as 
the spinal cord, the meninges, and the nerves, as 
well as the nondifferentiated, such as the supporting 
tissues (ligaments and membranes), are also affected. 

Opinions differ as to the frequency of participation 
of the vertebral system in the brucella infection, be- 
cause of the fact that systematic search for this loca- 
tion of the infection. with adequate technique has 
been made’only in recent years. Apparently, minor 
or incipient lesions have been overlooked in early 
statistics. 

The spine was affected by brucellosis in 75 per 
cent of the cases in which the infection existed longer 
than six months. 

The location of brucella infection in the spine is 
revealed by pain and contractures. This pain has no 
peculiar characteristics; some patients complain of 
unbearable pain while others mention a prickling 
sensation only when questioned. Apparently no di- 
rect relation exists between the intensity of the pain 
and the extent of the lesion: patients complaining of 
severe pain may show only slight changes of the 
vertebrae in roentgenograms, and vice versa. 

Contractures also vary in intensity but, as the 
pain, are never absent. They may cause a rigidity of 
the trunk and limit rotation or bending of the body. 

The vertebral lesion is usually accompanied by a 
rise in the temperature. 

The destruction of the osseous tissues may lead to 
a formation of abscesses which resemble those of 
Pott’s disease and may appear on the surface of the 
body far away from their origin. The evolution of 
these abscesses may be responsible for the develop- 
ment of a peritoneal syndrome consisting of intes- 
tinal paralysis, nausea, vomiting, acceleration of the 
pulse, and hypotension. X-ray examination of the 
spine is of inestimable value in such cases. 

The most frequently involved part of the spine is 
the lumbar region. In order to visualize this area in 
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all its details in roentgenograms, it is advisable to 
administer a cathartic and to stimulate intestinal 
peristalsis with such drugs as pitressin. The author 
does not recommend the use of enemas. The lateral 
view is of a much greater diagnostic value than the 
frontal view. It is advisable to take pictures of the 
lumbar spine both from the left and right side be- 
cause minor alterations may be overlooked in one 
picture but might appear in the other. Proper x-ray 
equipment is essential for good pictures; tubes with 
minimal focal spots and potent generators must be 
used. Tubes with revolving anodes are almost indis- 
pensable. 

Roentgenograms show that the brucella infection 
may attack not only the vertebrae but also the inter- 
vertebral discs. . : 

Lesions visible in roentgenograms may be sub- 
divided as follows: 

1. Osteoporosis which may be segmentary or 
general 

2. Hyperostosis which may appear in the form of 
osseous bridges or so-called parrots’ beaks 

3. Caries 

4. Deformities of the disc which may produce flat- 
tening, Schmorl’s nodules, or a complete disap- 
pearance of the disc. 

5. Abscesses of the vertebrae which may be re- 
sponsible for a diminution in height and irregularity 
of the contour. 

The prognosis of spondylitis caused by brucella 
infection depends on the general condition of the 
patient. Minute lesions may be fatal and, converse- 
ly, extensive destruction may be followed by con- 
solidation. A total disability may result from the 
lesion. The prognosis is guarded in view of the afore- 
mentioned considerations. 

JoserH K. Narat, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Christmann, F. E., and Cingano, C. A.: Interilio- 
abdominal Disarticulation for Hydatidosis of 
the Bones of the Pelvis (Disarticulacion interileo- 
abdominal por hidatidosis de la pelvis osea). Bol. 
Acad. argent. cir., 1944, 28: 119. 


A case of hydatidosis of the bones of the pelvis is 
described in a marine thirty years of age. About 
five years ago he had begun to have pain in the right 
hip. In February, 1939, he stumbled and fell on the 
deck of his ship and was sent to the hospital. On 
three months’ immobilization in plaster his condition 
improved and he was able to continue his work for 
a little over two years when he was readmitted. On 
readmission there was a soft, fluctuating tumor of 
the size of an orange in the right inguinoabdominal 
and inguinocrural region. Roentgen examination 
showed great destruction of bone in the region of 
the right hip. The acetabulum had been destroyed 
so that the head of the femur projected into the 
pelvis. There were no special findings in the lungs. 
On the fifth day of July, 1941, the tumor was incised 
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and hydatid membranes were found in the pus. On 
July 17 the limb was removed by an interiliac dis- 
articulation by the abdominal route. The patient 
suffered profound shock but recovered and was able 
to walk on crutches. On April 16, 1942, he was re- 
admitted with three suppurating fistulous tracts 
from the operation wound. These were treated with 
sulfonamide and two drainage tubes were inserted. 
On September 14, 1942, a roentgenogram showed a 
hydatid cyst of the left lung and an infiltration of the 
right vertex. In April, 1943, the report came that he 
had died of pulmonary tuberculosis. 

In view of the patient’s youth, his good general 
condition, and the severe involvement of the bones, 
the authors decided that the disarticulation was 
justified although they were advised against it by 
some of their colleagues. They still think it was 
justified as the patient was able to walk for three 
months and survived for almost two years. They 
regret that they did not have Calgano’s antihydatid 
vaccine available from the first, but as the patient 
came to them with a serious pathological luxation 
they believe he would have lost his limb in any case. 
They believe that the vaccine which they ultimately 
used acted as a factor in reawakening a pulmonary 
focus that had been latent. 

In the discussion, CALGANO said that he believed 
such a serious surgical operation was unjustified in 
this case in which there was no hope of ultimate cure. 
He recommends the use of antihydatid vaccine in 
such cases and cites very severe cases in which it 
proved effective. AupREY G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Greenlee, D. P.: Posterior Dislocation of the Sternal 
End of the Clavicle. J. Am. M. Ass., 1944, 125: 426. 


A:case of retrosternal dislocation of the clavicle is 
reported. The treatment, sequelae, and complica- 
tions as recorded in the literature are reviewed. 

The symptoms resulting from proximity of the 
retrodisplaced clavicle to the trachea and esophagus 
were pronounced. A good result was obtained fol- 
lowing open reduction without any means of internal 
fixation. Backward and upward traction on the arm 
was necessary to obtain reduction. 

Early reduction of such dislocations, usually by 
the open method, is the logical method to alleviate 
any complications and prevent untoward sequelae. 

RoBEerT P. Montcomery, M.D. 


Rogers, S. C.: Analysis of Colles’s Fracture. Brit. 
M.J., 1944, 1: 807. 

Three hundred and twenty-eight fractures around 
the lower end of the radius were analyzed by the 
author. Among these were included 13 epiphyseal 
injuries and the rare greenstick Colles’s fracture. 
Given satisfactory reduction and its maintenance 
and the adequate supervision of active exercises, in- 
juries to the base of the ulnar styloid and the tri- 
angular fibrocartilage appeared to cause the most 
trouble. In this analysis Colles’ fractures were 


divided into types with different degrees of damage 
and mechanisms. 

The 219 Colles-type fractures fell into five groups 
with surprising clarity: 

Fifty-nine simple Colles’s fractures, that is, frac- 
tures not involving the radiocarpal articular surface, 
but often with fragments of the posterior cortex 
flaked off, usually including Lister’s tubercle. 

One hundred and eight fractures with an oblique 
posteromedial fragment containing part of the ulnar 
notch of the radius and, therefore, the attachment of 
the triangular fibrocartilage, and involving both 
radiocarpal and radioulnar joints. 

Thirty-nine ‘“‘comminuted Colles’ fractures” in 
which a fracture of the base of the radial styloid 
passed from the center of the radiocarpal articular 
surface obliquely to the lateral surface of the radius, 
in association with the above posteromedial fragment. 

Eleven fractures with a vertical break of the radial 
styloid, with or without a posteromedial fragment. 

Two fractures with a transverse break of the base 
of the radial styloid passing from the articular sur- 
face directly laterally, without a posteromedial frag- 
ment. 

The other 19 cases included 8 fractures of the 
styloids (2 ulnar and 6 radial), 5 marginal fractures 
of the radius, and 6 Smith’s fractures. 

The author gives the following summary in regard 
to treatment: 

1. Strong steady traction on the hand in slight, 
radial deviation obtains disimpaction, overcomes 
shortening at the radioulnar joint, and, if strong 
enough, secures anterior cortex-to-cortex apposition. 

2. Strong traction in 30 degrees palmar flexion 
with direct pressure is necessary; when it is given 
over the lower fragments it corrects dorsal displace- 
ment without further trauma to the joint capsule. 

3. Traction in ulnar deviation and pronation cor- 
rects radial deviation and supination. 

4. Direct anteroposterior and lateral compression 
molds the fragments. 

This method is similar to many others, but the 
author stresses the fact that, unless disimpaction is 
carried out by strong traction in radial deviation, 
shortening at the radioulnar joint and posterior sub- 
luxation of the triangular fibrocartilage may persist. 

Reduction is confirmed and its stability tested. 
The arm is held in moderate traction in the midpro- 
nated position with considerable ulnar deviation and 
no palmar flexion. The thumb is opposed, abducted, 
and flexed to meet the flexed index finger. A seven- 
eighth circle plaster back slab is applied to grip the 
anterior surfaces of the radius and ulna and the dor- 
sal surface of the first metacarpal and to take a long 
grip of the upper end of the ulna. This position helps 
to maintain the full length of the radius. The slab is 
secured with a dry cotton bandage. No molding is 
performed if the fracture is stable, but if unstable, 
which is rare, careful molding to the anterior radial 
concavity is essential. 

Graduated and vigorous active exercises to the 
fingers, elbow, and shoulder are started immediately 
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under supervision. A high sling is worn for three or 
four days. The plaster is removed after five weeks 
and the exercises are intensified. 

Rosert P. Montcomery, M.D. 


Albert, M.: Delayed Union in Fractures of the Tibia 
and Fibula. J. Bone Surg., 1944, 26: 566. 


The total number of cases of delayed union of 
fractures observed was 395, all of them occurring in 
adults over the age of eighteen years. The time of 
union was decided upon clinical grounds. A fracture 
was taken to be ‘‘clinically united” when: (1) there 
was no movement or pain on straining of the frac- 
ture; (2) the fracture was not tender to touch; and 
(3) the patient was able to walk on the leg without 
the support of splints or plaster, and the case record 
showed steady progress to prove roentgenographic 
consolidation, or the patient had returned to work. 

The author believes there is a definite increase in 
slow union in both simple and compound fractures 
of wartime cases. An analysis of some of the factors 
concerned with treatment are presented. 

As a working assumption, twenty weeks was taken 
as a dividing line between ‘‘normal” and “delayed,” 
or ‘‘slow,” union. On this assumption, 282 cases 
had normal union, and r13 had delayed union. 

An analysis of some of the factors in simple and 
compound fractures is presented as well as an analy- 
sis of the treatment by skeletal traction. A factor of 
importance in the causation of delayed union is 
termed “disturbance.” By this is meant the trans- 
fer of the patient from hospital to hospital, frequent 
changes of plaster with remanipulation, and con- 
tinuous skeletal traction which was applied after 
manual reduction had failed. 

The age of the patient did not appear to have any 
significant effect on the time of union. The site of 
the fracture did not appear to have any great effect 
except in compound fractures at the junction of the 
lower and middle thirds of the shaft of the tibia, in 
which there is a very much higher proportion of de- 
layed union. 

The influence of early and late weight bearing, and 
of the severity of the fracture could not be gauged 
from the case records of the various hospitals with a 
sufficient degree of accuracy to make the analysis 
worth while. Albert believes the best treatment to 
be an open operation, freshening of the fracture sur- 
faces, and internal fixation with a plate or bone 
graft. Manual reduction and the application of a 
long padded plaster cast is the method of choice in 
the treatment of simple fracture from the point of 
view of speed of union. The merits of bone grafting 
and of the walking caliper in cases of delayed union 
are discussed. Emit C. RositsHek, M.D. 


Shaar, C. M., Kreuz, F. P., and Jones, D. T.: End- 
Results of Treatment of Fresh Fractures by the 
Use of the Stader Apparatus. J. Bone Surg., 
1944, 26: 471. 

External skeletal fixation is not the ideal treat- 
ment of fractures to the exclusion of all other meth- 
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ods. Correct technique and meticulous attention to 
details will give satisfactory results, while faulty 
technique may result in failure, according to the 
authors, who prefer the Stader reduction and fixa- 
tion splint. 

In 110 consecutive patients with acute fracture 
treated at the Naval Hospital, Philadelphia, 107 
were returned to duty, or resumed their previous 
occupation. One case of fracture in the femur and 
one of fracture in the tibia resulted in nonunion. 
Bone grafts were used later, and both of the patients 
made uneventful recoveries. Fractures of the femur, 
tibia, fibula, os calcis, humerus, radius, ulna, and 
clavicle were treated by the method. 

There was no infection from pins in 110 consecu- 
tive cases of acute fractures, except in 1 case in which 
an abscess developed at the tibial pin site eight 
months after the patient had returned to duty. 
There were 3 cases of pin sequestra. All of these 
complications occurred at the site of the tibial pin 
insertions. 

Union has resulted in the cases of acute fracture 
which the authors have so far treated, with the ex- 
ception of 1 of fractured femur and 1 of fractured 
tibia. Two of these cases resulted in bowing after 
the removal of the splint. 

Emu C. RosrrsHex, M.D. 


ORTHOPEDICS IN GENERAL 


Breck, L. W., and Basom, W. C.: Lumbosacral 
Roentgenograms of 450 Consecutive Appli- 
cants for Heavy Work. Ann. Surg., 1944, 120: 88. 


Four hundred and fifty men, apparently in perfect 
physical condition, applied for jobs in an industrial 
plant. They were subjected to routine anterior, pos- 
terior, and lateral lumbosacral roentgenograms. This 
was done because in the past the plant had received 
several large adverse legal judgments in low back 
cases, 

The types of pathologic changes were grouped into 
two categories. The first included serious types in- 
cluding hypertrophic changes (96); old compression 
fractures, spondylolisthesis, sacroiliac arthritis (44); 
transitional vertebrae with anomalous transverse 
processes (46), and structural scoliosis (6). 

The second included minor conditions, ie., in- 
creased lumbar lordosis, lumbar ribs, osteoporosis, 
foreign bodies, and transitional vertebrae with no 
anomalous joint (77). One hundred and fifty cases 
of anterior wedging of one or several bodies of the 
lower thoracic and upper lumbar vertebrae were 
found. This high incidence of apparently asympto- 
matic old wedging indicates that symmetrical wedges 
are of little or no clinical significance. It has been 
suggested that most of them are due to vertebral 
epiphysitis or adolescent osteochondritis. Two hun- 
dred and forty-three, cases were observed with nar- 
rowing of the lumbosacral intervertebral space, pos- 
teriorly or generalized. The importance of this 
finding is still a subject of some controversy. The 
cases classed as severe narrowing showed backward 
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displacement of the 5th lumbar vertebra on the sa- 
crum with marked posterior narrowing of the joint 
space, and the other group showed marked symmet- 
rical or posterior narrowing, with marginal sclerosis 
of the vertebral bodies closely adjacent to the joint. 

The author concludes that the high percentage of 
narrowing of the lumbosacral joint in his series sup- 
ports the opinion of a growing number of orthopedic 
surgeons that lumbosacral subluxation is a cause for 
low back pain. It is found, however, that the roent- 
genogram alone is of little help in evaluating these 
cases. 

Eighty-six per cent of all applicants showed some 
pathological change in the low back on the roent- 
genogram, and 31 per cent showed definite low back 
lesions. Fifteen per cent of the applicants were re- 
jected, not from a medical point of view, but for 
medicolegal considerations. The question as to what 
pathological conditions, as seen on the roentgeno- 
grams, make a man unemployable in heavy industry 
is not answered. GeorcE I. Reiss, M.D. 


Echols, D. H.: The Neurological Aspects of Low 
Back Pain and Sciatica. J. Am. M. Ass., 1944, 
125: 416. 

Probably less than 1 per cent of cases of back pain 
are caused by primary diseases of the central and 
peripheral nervous systems. 

Since backache is one of the most common of 
human symptoms, it is not surprising that neurotic 
patients complain bitterly of back pain which would 
scarcely reach conscious levels in stable persons. 
Psychoneurosis and malingering must be considered 
in every case of back pain which presents a diag- 
nostic and therapeutic puzzle. 

Contrary to a commonly held impression, intrinsic 
diseases of the spinal cord rarely cause back pain be- 
cause there are no sensory end organs in the spinal 
cord. However, the resulting spastic paralysis or 
muscular atrophy may produce scoliosis and second- 
ary back pain. The acute stage of poliomyelitis 
often produces pain in the back, neck, and extrem- 
ities, which is caused by associated meningeal and 
nerve-root irritation and not by the cord lesions. 
The lightning pains of tabes dorsalis which some- 
times affect the back are due to lesions in the spinal 
nerves and not to degenerative changes in the spinal 
cord. Rarely, slight discomfort or a burning sensa- 
tion in the back is felt by patients who have intrinsic 
diseases of the cord. This poorly understood symp- 
tom is vaguely referred to as central and funicular 
pain. 

The intrinsic diseases of the spinal meninges and 
nerve roots are usually painful, but the pain is felt 
along the course of the peripheral nerves (girdle pain, 
intercostal, sciatic, femoral, and neuritic) much 
more than in the back. Only rarely need these le- 
sions be considered in the differential diagnosis of 
chronic low back pain. In general, tumors, injuries, 
and inflammations of peripheral nerves cause pain 
along these nerves or in their peripheral distribution. 
Only rarely does intercostal neuritis, herpes zoster, 


or other disease of the peripheral nerves cause pre- 
dominant backache or back soreness. Dysfunction 
of the sympathetic nervous system can produce pain 
only by producing paralysis or spasm of the blood 
vessels. Such pain is probably never located solely 
in the back. 

Lesions of the bones, joints, ligaments, vessels, 
and other structures of the spinal column which 
compress or irritate the spinal cord, meninges, and 
nerve roots with resulting back pain are of primary 
interest to the orthopedic surgeon. Although com- 
pression of the cord, roots, meninges, and their 
vessels by a tumor or dislocation of the spine may 
result in a certain amount of pain in the back, 
probably gs per cent of the back pain arises from the 
diseased or injured bones, joints, ligaments, muscles, 
and vessels of the spine. Often a striking feature of 
vertebral disease (fracture, tumor, ruptured disc) is 
pain at a distance from the spine, as in the hip, 
gluteal region, or thigh. Such pain may be referred 
(direct irritation of a nerve root) or reflex pain. The 
neurologist and neurosurgeon are not concerned un- 
less the spinal cord or nerve roots are compressed or 
invaded. Most important of these lesions, from the 
point of view of back pain, is the ruptured inter- 
vertebral disc. 

Why intervertebral discs rupture is not entirely 
clear. The fact that multiple ruptured discs are 
often found in cadavers suggests predisposing fac- 
tors, such as degeneration or congenital imperfec- 
tion of the discs. Only about 60 per cent of patients 
operated on for ruptured disc can attribute the symp- 
toms to a definite back injury. Whereas any inter- 
vertebral disc can rupture (autopsy reports), in 95 
per cent of the clinical cases it is the fourth or fifth 
lumbar disc. Herniation of the third lumbar or sixth 
cervical disc is seen occasionally. 

Probably a patient begins to have back pain as 
soon as the nucleus escapes. The exact mechanism 
by which an injured disc produces pain is not en- 
tirely clear, even though sensory nerve fibers are 
known to be present in each disc. It has been re- 
peatedly observed that back pain is produced when 
the interior of a disc is curetted out under local 
anesthesia. This pain is probably due to stretching 
of either the anterior longitudinal ligament or the 
rings of the annulus fibrosus. As the ruptured disc 
becomes atrophied and flatter, the entire disc bulges 
at its periphery. This results in painful stretching 
of the posterior and anterior longitudinal ligaments 
of the spine; moreover, a narrowing disc permits an 
abnormal strain to be placed on the adjacent artic- 
ular facets. Painful subluxations and degenerative 
changes in the joints may result. Finally, reflex 
spasm of the erector spinae muscles may cause 
fatigue, soreness, and pain in the back. 

At the onset, immediately after rupturing a disc 
while lifting a heavy object, the patient may expe- 
rience a knifelike pain near the lumbosacral joint 
or just to one side of this region. Severe pain may 
persist for many days or several weeks. In some 
cases the pain extends entirely across the lower part 
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of the back. It is accompanied by spasm of the back 
muscles and scoliosis. The back pain (often called 
lumbago) eventually subsides, only to recur in dis- 
tinct attacks which are precipitated by unusual 
strain on the injured disc. During the chronic stage 
of ruptured lumbar disc, some patients, on arising 
in the morning, feel back pain and stiffness which 
lasts for approximately an hour. 

Orthopedists and neurosurgeons are reluctant to 
make a diagnosis of low back pain without sciatic 
pain. A narrow lumbar disc is not sufficient evidence 
for the conclusion that the back pain is being pro- 
duced by that disc. Narrow discs, because of long- 
standing rupture, can often be found in patients 
who have never had back pain. A ruptured disc can 
cause back pain long before it protrudes sufficiently 
to produce an abnormal spinogram. For this and 
other reasons, myelography is not considered an 
acceptable procedure for diagnosis. 

Intraspinal surgery has not been employed in the 
treatment of suspected ruptured disc causing low 
back pain without radiation down a lower extremity. 
At the present time spinal fusion is the only recog- 
nized operation for pain of this type. 

A ruptured lumbar disc, if sufficiently large and 
strategically located, will stretch or compress a 
nerve root. The fifth lumbar disc produces pain in 
the region of the hip or buttock. More severe dam- 
age to the root causes pain along the course of the 
nerve fibers, usually as far as the ankle and some- 
times as far as the toes. Since the fibers of these 
nerve roots help to form the sciatic nerve, it is ac- 
ceptable practice to refer to this type of pain as 
“sciatica” or “sciatic pain.’”’ Technically, it should 
be spoken of as fifth-lumbar radiculitis (or first- 
sacral radiculitis). Severe compression of a nerve 
root by a ruptured disc causes subjective numbness 
and sometimes demonstrable sensory changes in the 
distribution of the root (calf, foot, toes). Also, im- 
paired function of the nerve root results in interrup- 
tion of the tendon reflexes and muscle weakness. 

A ruptured disc can cause pain down the lower 
extremity without low back pain. In the majority 
of the latter type of cases the low back pain has run 
its course and only the sciatic pain persists. Often 
the disappearance of the back pain is simultaneous 
with the onset of the leg pain. However, most pa- 
tients with a ruptured disc have both back and 
sciatic pain, with one or the other predominating. 
In the majority of cases the pain in the buttock and 
hip is dominant. Rarely the pain in the calf over- 
shadows the other discomforts. 

In ruptured fourth and fifth discs the pain is 
located on the posterior or lateral aspects of the 
thigh and on the posterior, lateral, or anterolateral 
aspects of the leg. Pain in the big toe points to a 
ruptured fourth disc; pain in the little toe implies a 
ruptured fifth disc. Pain along the medial and ante- 
rior aspects of the thigh suggests rupture of the 
second or third lumbar disc (4 per cent of cases). 

Sensory changes (numbness, tingling) are present 
in patients with severe sciatic pain. These are 
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usually experienced in the calf, foot, and toes, and 
correspond to the dermatome of the compressed 
root. Hypesthesia and hypalgesia may at times be 
demonstrated. 

If the fifth disc is ruptured, the ankle jerk may be 
diminished or absent. A ruptured fourth disc rarely 
disturbs this reflex. A ruptured third disc may im- 
pair the patellar reflex. Atrophy of the muscles is 
not ordinarily detectable in cases of ruptured disc, 
but weakness can often be demonstrated. 

Since pain in the hip and leg is caused, with rare 
exceptions, by mechanical compression or stretching 
of a single nerve root, certain physical factors aggra- 
vate or decrease the pain. Coughing, sneezing, 
straining at stool, flexing the neck, bending, lifting, 
and sitting for long periods are such factors. Certain 
positions, such as lying down, may give partial re- 
lief. Most of these patients limp. In the majority 
of cases of sciatica due to ruptured disc the leg pain 
is increased by flexing the thigh with the knee ex- 
tended. Prolonged compression of the jugular vein 
(Naffziger test) also increases the leg pain and the 
paresthesias. 

In at least go per cent of the cases severe enough 
to require operation there is spasm of the back 
muscles, back tenderness, or both. Lumbar lordosis 
may be completely absent, and there may be a list 
of the lumbar spine toward or away from the side of 
the sciatic pain. Pressure on the fourth or fifth lum- 
bar spinous processes, or just to one side of these, 
discloses tenderness and increases the back pain. It 
may cause radiation of pain into the hip and on down 
the leg. The explanation for the latter phenomenon 
is that pressure is transmitted directly through the 
interlaminal space to the nerve root, which is al- 
ready incarcerated between the protruding disc and 
the ligamentum flavum. 

It is axiomatic that every candidate for disc sur- 
gery should have adequate roentgenograms of the 
lumbosacral portion of the spine. Omission of such 
films has resulted in failure to recognize metastatic 
carcinoma, primary tumor of a vertebra, and 
spondylolisthesis. It is also important that every 
patient should have the benefit of orthopedic exam- 
ination and opinion before submitting to disc sur- 
gery. In the atypical cases the orthopedist may even 
be able to disprove the diagnosis of ruptured disc 
and avert a negative exploration. Moreover, it is 
still believed by many that certain patients with 
chronic back pain and sciatica require spinal fusion 
as well as removal of the diseased portion of the disc. 
If a patient is unwilling to undergo the combined 
operation, he should at least be informed that per- 
sistence of back pain after disc removal is a possi- 
bility in his case. The decision for fusion is based 
principally on a long history of severe back disabil- 
ity, the demonstration of malformations of the lum- 
bosacral joint, and knowledge of the fact that the 
patient must earn his living by heavy labor. 

Of fundamental importance in the problem of rup- 
tured disc with sciatic pain is the fact that nonsur- 
gical orthopedic treatment may, and frequently 
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does, relieve all or most of the pain either temporarily 
or permanently. It would therefore seem unwise to 
deprive patients of at least a brief trial of orthopedic 
management before hemilaminectomy is recom- 
mended. 

At least 50 per cent of cases of ruptured disc have 
an increase in total protein content but no other 
changes. Fluoroscopic studies of the spine after 
intrathecal injection of radiopaque iodized oil dis- 
close the majority of ruptured discs that are causing 
sciatic pain. However, many disc nodules are placed 
so far laterally that they are not visible in the myelo- 
gram. Visualization of the dural sac after the injec- 
tion of air is practiced in only a few clinics because 
of technical difficulties. In general, it can be said 
that most disc surgeons use spinal puncture and 
myelography only in doubtful or atypical cases, in- 
cluding those of suspected rupture of the second and 
third discs. 

Sciatic pain without back pain can be produced by 
fractures and bullet wounds of the pelvis. In these 
cases the paralysis and anesthesia are much more 
striking than in cases of ruptured disc. Painful 
neuritis of the sciatic nerve can also be produced by 
exposure to cold and by infection or intoxication 
(alcohol, lead, arsenic, puerperal infection, and in- 
fections of the teeth, tonsils, and prostate gland). 
Such cases are now encountered only infrequently. 
The once popular diagnosis of toxic sciatic neuritis 
used to include all cases of ruptured intervertebral 
disc. In true neuritis of the sciatic nerve there is 
tenderness along the nerve trunk and complete ab- 
sence of symptoms and signs referable to the back. 
Sciatic neuritis may resemble ruptured-disc radic- 
ulitis in all other respects except that it is usually 
of only a few weeks’ duration. Flatfoot has been 
established as an indirect cause of leg pain. Inflam- 
mation of the sacroiliac joint or of the overlying 
piriformis muscle can cause sciatic pain by direct in- 
volvement of the sciatic nerve. Likewise a hyper- 
trophied ligamentum flavum can produce leg pain 
by compressing a nerve root in its intervertebral 
foramen. 

Tumors of the cauda equina may cause sciatic 
pain, but never does such a tumor produce the com- 
plete syndrome of a ruptured disc. Obviously, a 
tumor of a nerve root in the intervertebral foramen, 
which is extremely rare, or a bone tumor (metastatic 
carcinoma, sarcoma) which compresses the nerve 
within its foramen would simulate the syndrome of a 
ruptured disc and make a correct differential diag- 
nosis difficult. 

Of great assistance in the differential diagnosis is 
knowledge of the fact that ruptured disc is relatively 
infrequent in women (less than one-third of cases) 
and is almost nonexistent after the age of fifty. Con- 
genital malformations of the fifth lumbar vertebra, 
including spondylolisthesis, often produce both low 
back pain and unilateral or bilateral leg pain. The 
pain in the leg rarely extends below the knee, as it is 
reflected pain and not referred pain due to compres- 
sion of the nerve in the lumbosacral foramen. 


However, real sciatic pain may be associated with 
spondylolisthesis, in which case the pain is caused 
either by an associated rupture of the lumbosacral 
disc or by pinching of the nerve in its foramen. 

Arthritis of the spine imitates the disc syndrome. 
However, the leg pains are usually diffuse and limited 
to the hips and thighs. 

The author refers to the roles played by the ortho- 
pedic surgeon and by the neurosurgeon in the diag- 
nosis and treatment of sciatic pain associated with 
low back pain. Disease of a disc is fundamentally an 
orthopedic problem and should be of no interest to 
the neurosurgeon unless and until nerve-root com- 
pression and incapacitating sciatica develop. The 
management of recurring back pain, with or without 
mild hip and sciatic pain, consists of such measures 
as physical therapy, bed rest, leg traction, plaster 
jackets, and back braces. These procedures are 
effective in getting a high percentage of patients 
back to work. In most communities, by mutual 
agreement, the orthopedist transfers the patient to 
the neurosurgeon when it becomes apparent that 
disc removal is required. Such co-operation is of the 
utmost importance to the patient and is evidence of 
the high degree of specialization that the orthopedic 
profession has attained. The neurosurgical frater- 
nity should make equal efforts, in the interest of the 
patient and its own integrity, to co-operate with 
orthopedists in the diagnosis and management of 
cases of ruptured disc and should avoid the tempting 
short cut of immediate laminectomy in all cases 
coming to its attention. 

Rosert P. Montcomery, M.D. 


Kleinberg, S.: Paralytic Scoliosis. An Analysis of 51 
Cases. Am. J. Surg., 1944, 64: 301. 


The results of the treatment of paralytic scoliosis 
have so far been very poor with only a small percent- 
age of successes. In all cases with extensive paralysis 
of the extremities, one must be on the lookout for 
scoliosis. This is true particularly if there is any 
abdominal weakness. 

When scoliosis is discovered, all treatment must be 
directed toward maintaining the trunk in a symmet- 
rical position. This may entail prolonged rest in bed, 
the use of restraining cushions and sandbags, a plas- 
ter bed, a canvas corset, a celluloid corset, a spinal 
brace, or a plaster jacket. Exercises should be em- 
ployed whenever possible to minimize muscle and 
bone atrophy. If weakness of the abdominal muscle 
is found, it should be corrected or compensated for 
by a fascial reinforcement. Deformities in the ex- 
tremities, and particularly pelvic obliquity, should 
be corrected at the earliest possible time. In all but 
the exceptional cases, in which the history shows that 
the curvature has existed for several years and has 
remained mild, a spine-fusion operation should be 
performed. The operation should include all the ele- 
ments of the major curves, and be followed by sev- 
eral months of bed rest and several years of protec- 
tion and support of the back in a well fitting spinal 
corset or brace. Rospert P. Montcomery, M.D. 
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Preuss, F. S., and Goodman, S.: Myasthenia Gra- 
vis; Report of a Case with Autopsy. Arch. Path., 
Chic., 1944, 37: 389. 

A clinical study of a case of myasthenia gravis in a 
fifty-nine-year-old white man, and the findings at 
autopsy are reported. The patient was well until 
four weeks prior to his admission to the hospital. At 
that time he was unable to open the right eye fully. 
One week later he had dyspnea when walking, and 
dysphagia when swallowing solid foods. Next there 
was difficulty in speech. Dyspnea and wheezing on 
the slightest exertion became the most distressing 
symptoms. Roentgenographic study of the patient 
revealed two tumor masses: one, a dense homogene- 
ous shadow occupying almost the entire left supra- 
clavicular space; the other, a large lobulated shadow 
in the anterior mediastinum overlying the arch of the 
aorta and the base of the heart. 

After neurological consultation, the diagnosis of 
myasthenia gravis with tumor of the thymus, was 
made. Injection of a solution of neostigmine methyl- 
sulfate produced marked clinical improvement. Six 
roentgen treatments of a total dosage of 1,260 
roentgens were given over the mediastinum. The 
administration of neostigmine was continued, and 
the daily dose was gradually increased to ro tablets 


of 15 mgm. each. The patient was twice readmitted 
to the hospital because of difficulty in the expectora- 
tion of phlegm. During the third hospitalization 
there were several relapses and the patient was given 
a solution of neostigmine intramuscularly. After an 
infusion of 200 cc. of 10 per cent dextrose in saline 
solution he suddenly became dyspneic and was un- 
able to talk; he died twenty minutes later despite the 
addition of intramuscular injections of neostigmine. 
At autopsy an encapsulated, soft spherical tumor, 
which weighed 55 gm. and measured 8. cm. in 
diameter, was found in the anterior mediastinum. 
Microscopic examination showed this to be a 
thymoma of a simple type. In the left upper me- 
diastinum close to the midline was an encapsulated 
spherical mass 2 cm. in diameter, which, on micro- 
scopic examination, was found to be a neurofibroma. 
In the right obturator foramen a tumor measuring 2 
cm. in diameter and weighing 35 gm. was found. 
This tumor had the same gross and microscopic 
appearance. On the surface of the skin of the chest 
and on the back several “‘wartlike’”’ raised plaques 
were seen. These unfortunately were not examined 
microscopically, but were thought by the authors to 
have been manifestations of a neurofibromatosis of 
Recklinghausen. Harowp C. Ocusner, M.D. 
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Wagner, F. B., Jr.: Complications Following 
Arteriography of the Peripheral Vessels. J. Am. 
M. Ass., 1944, 125: 958. 


Arteriography of nearly all the main arteries of the 
body has been successfully performed. The pro- 
cedure for the great vessels requires special tech- 
niques but that for the extremities is fairly simple. 

Arteriography demonstrates the degree and level 
of arterial obstruction in the severe tissue nutritional 
disturbances of arteriosclerotic occlusion, embolism, 
Buerger’s disease, and large vessel trauma; the 
amount of collateral circulation; the site of arterio- 
venous aneurysms; and the position of the sac in 
simple arterial aneurysm, and its patency or ob- 
struction by thrombosis. 

Arteriography should be performed in preference 
to specimen and punch biopsy in the early diagnosis 
of bone tumors since the latter procedure in the case 
of malignant lesions may spread the disease into the 
very rich venous circulation. In addition, by 
arteriography one can determine the exact limits of 
the bone lesion, distinguish the benign and the in- 
flammatory lesions from the malignant ones, and 
determine the stage of the malignant growth. Al- 
though arteriography is not universally practiced, 
the growing importance of this study in the more 
accurate diagnosis of arterial lesions and in the 
earlier diagnosis of bone cancer encourages its more 
widespread employment. The procedure is not with- 
out danger and for this reason the report of an un- 
toward reaction is cited, and, in addition, the various 
complications, both local and systemic, following 
peripheral arteriography are discussed. 

A negro girl aged fourteen months was admitted 
to the Jefferson Medical College Hospital, Phila- 
delphia, Pennsylvania, on November 18, 1942 be- 
cause of swellings just below the right elbow, over 
the lower third of the right thigh, and on the left 
forehead, first noted several days after birth. The 
swelling of the elbow gradually increased, and about 
two weeks prior to admission the infant developed 
fever. At that time the swelling was incised and 
drained in the accident ward and about 1 oz. of pus 
(positive for the staphylococcus aureas) was ob- 
tained. The wound did not heal well and the infant 
was admitted to the hospital. Except for the recent 
acute episode, the infant’s general health had been 
good and growth was normal. The mother had died 
two months previously from tuberculosis. 

The infant was well developed and weighed 18 lb. 
4 oz. (8,278 gm.). The temperature was 102°F., the 
pulse rate 150, and the respiratory rate 54. At the 
upper end of the right ulna was a tender, indurated 
area, 4 cm. in diameter, from which there was slight 
drainage through a small recent incision. In addition 
there was a firm, round, fixed, nontender, semi- 


fluctuant mass 2 cm. in diameter on the left forehead 
as well as a similar mass 3 cm. in diameter on the 
anterior aspect of the lower third of the right thigh. 

The hemoglobin was 61 per cent; the red cells 
numbered 3,700,000 and the white cells 22,800, with 
neutrophils 65 per cent (15 per cent young forms), 
lymphocytes 22 per cent, and monocytes 13 per cent. 
Urinalysis revealed slight albuminuria. The blood 
Wassermann and Kahn reactions were negative. Re- 
peated smears and cultures of pus from the elbow 
lesion were positive for the staphylococcus aureus 
but negative for acid-fast bacilli. The tuberculin 
test was strongly positive following the first test 
dose. X-ray examination revealed an expansile 
lesion somewhat cystic in nature, with numerous 
layers of periosteal new-bone formation, involving 
the upper third of the right ulna, which was inter- 
preted as either low grade osteomyelitis or a Ewing’s 
tumor. The remainder of the skeleton was normal. 
The chest films revealed a widening of the superior 
mediastinum with densities extending into both lung 
fields and displacement of the trachea to the right. 
The lung fields were otherwise clear and the heart 
appeared normal. 

Since it was impossible, by clinical and x-ray 
examination, to distinguish with certainty between a 
purely inflammatory lesion and a neoplastic one, and 
since it was desirable to avoid a biopsy, an arteriog- 
raphy was performed on February 27, 1943 under 
open-drop ether anesthesia. The brachial artery 
was exposed surgically at the lower third of the arm 
and 7 cc. of neoiopax were injected following tempo- 
rary occlusion just above the site of the puncture. 
The films obtained showed an increase in the number 
of vessels around the upper end of the ulna, with 
dilatation and a fuzzy outline. Contrast material 
was seen in the large spaces within the bone struc- 
ture. These findings were interpreted as repre- 
sentative of a low-grade osteomyelitis of either a 
pyogenic or tuberculous origin. About three 
minutes after the injection it was noted that the ex- 
tremity was colder than the corresponding opposite 
member. The radial pulse, which previously had 
been of good quality, disappeared, and cyanosis of 
the finger tips was noted. The infant was returned 
to the ward and treatment begun immediately; this 
consisted of elevation of the extremity, and applica- 
tion of warm compresses and papaverine for the anti- 
spasmodic effect. Within forty-eight hours the fore- 
arm and hand became considerably swollen and dif- 
fusely tender. The fingers were partially flexed, and 
there were no spontaneous movements of the fingers 
or hand. Numerous ecchymotic areas varying in size 
from several millimeters to 2 cm. in diameter ap- 
peared on the fingers, dorsum of the hand, and fore- 
arm. At this time the appearance of the arm re- 
sembled that seen in ischemic paralysis or Volk- 
mann’s contracture (Fig. 1a). Some of the ec- 
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Fig. 1. Appearance of forearm and hand following arteriography complicated by arteriospasm and 
thrombosis: (a) temporary Volkmann’s contracture forty-eight hours later; (b) ulceration of skin with 
edema subsiding five days after injection; (c) ulcers almost healed six months later; and (d) complete 
healing eight months after injection. Radial pulse still absent. 


chymotic areas resorbed, while blisters filled with 
serosanguineous fluid appeared over the others and 
subsequently broke down to form superficial 
punched-out ulcers (Fig. 1b). At this time, five 
days after injection, the edema began to subside 
and feeble attempts at spontaneous movements of 
the fingers were noted. The temperature, which be- 
fore arteriography had ranged between normal and 
102°F., continued at 103° or 104°F. for six days fol- 
lowing the injection and then gradually subsided. 
During the next six months the arm was immobilized 
in a cast. The ulcers (Fig. 1c), as well as the bone 
lesion, gradually healed during this time and com- 
plete function of the extremity returned. Figure 1d 
shows the appearance of the forearm and hand eight 
months after the injection, at which time there was 
still absence of the radial pulse. The nodule of the 
forehead was excised on April 28 and reported by the 
pathologist to be a tuberculous lesion. The lesion on 
the thigh disappeared over a period of several 
months, and the patient was discharged on Septem- 
ber 7. On November 28 she was readmitted with 
severe gastroenteritis, and she died of disseminated 
tuberculosis on December 12. Permission for au- 
topsy was unobtainable. 

The complication in this case apparently began 
with vasoconstriction resulting from the irritating 
effect of the contrast material. The radial pulse 
being absent, the vasomotor reaction must have been 


followed by thrombosis of the brachial artery, but 
the collateral circulation was sufficient to prevent 
gangrene. 

Complications following arteriography occur at 
the extremes of life because in infancy and childhood 
the vessels are susceptible to spasm, those of the 
upper extremity more than the lower; and in old age 
the incidence of arteriosclerotic occlusion is increased, 
and collateral circulation is poor. Etiologically, both 
mechanical and chemical factors play a role. Trauma 
to the artery as a result of needle puncture and force- 
ful arterial distention may provoke reflex vaso- 
constriction. The ideal contrast solution should be 
nontoxic, nonirritating, and isotonic with the con- 
centration of the blood; it should be excreted 
promptly. These criteria have not been completely 
satisfied by either thorotrast or the organic iodine 
compounds. 

A hematoma may follow the arterial puncture and, 
in some cases, an inadvertent venipuncture when the 
percutaneous route is used. 

Displacement of the needle before or during injec- 
tion may occur with infiltration of the adventitia or 
periarterial tissue with contrast material. The mate- 
rial may accumulate locally around the vessel and 
eventually produce an inflammatory reaction, or, less 
frequently, the inflammatory reaction may proceed 
to actual suppuration. Occasionally the contrast 
material may extravasate along the course of the 
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vessel in linear fashion. Thorotrast may diffuse by 
way of the lymphatics and slowly form a mass some 
distance from the original site of injection. 

Among the serious complications are severe im- 
mediate vasospastic reactions in the injected limb. 
In almost all instances, as in the present case report, 
these have followed the use of organic iodine com- 
pounds rather than of thorotrast. The reaction is 
first manifested by severe pain in the limb and 
blanching, followed by venous stasis. After several 
hours there appear scattered violet plaques, some of 
which may become confluent, in the skin distal to the 
point of injection; these are due to cutaneous and 
subcutaneous hemorrhages. Later they may appear 
proximal to the point of injection. Motor paralysis 
may occur, skin and tendon reflexes may be abol- 
ished, and anesthesia may be present distal to the 
zone of injection. The pain usually subsides in two 
or three days. The cyanotic plaques slowly resorb, 
progressively passing through the various colors of a 
hematoma, and blisters may appear over some of 
them. Movement and sensitivity gradually return 
and in a week or ten days the limb may become nor- 
mal. In other cases a pre-existing gangrene may be 
aggravated and, when the puncture site has been 
surgically explored, the muscles are engorged with 
dark blood which flows readily from the veins but 
does not spurt from the arteries. Exposure of the 
area discloses no hematoma and the orifice of the 
puncture is not identifiable. On opening of the 
artery a soft clot is found; this does not prevent 
passage of the needle into the lumen of the vessel. 
Histologically, the skin epithelium is intact. The 
capillaries of the subcutaneous tissue are dilated and 
congested and there is an infiltration of leucocytes, 
chiefly eosinophils. There is no lesion of the arterial 
wall in the vicinity of the site of the puncture and 
the orifice cannot be found. The arterial lumen often 
contains a recent thrombus undergoing rapid 
organization. Local reactions may be reduced by a 
more careful selection of cases, the employment of a 
painstaking technique of puncture and injection, and 
the proper choice of contrast material. In young 
children, in patients with pre-existing vasospastic 
arterial disease, or in cases of organic occlusion with 
poor ‘collateral circulation, the risk of superadded 
vasospasm must be avoided and, therefore, the use 
of the organic iodine compounds is contraindicated. 
The use of thorotrast, although relatively safer for 
these types of cases, is not without danger since ag- 
gravation of gangrene and death following the injec- 
tion of this substance has been reported in 1 case. 
Definite treatment of the complication consists in the 
use of antispasmodic and vasodilator drugs and the 
mechanical measures commonly employed against 
the ischemia of peripheral vascular disease, such as 
Buerger’s exercises, the oscillating bed, and inter- 
mittent-venous-occlusion apparatus. 

Severe systemic reactions may occur following 
arteriography both with thorotrast and with the 
organic iodine compounds. Some reports have 
emphasized the tendency of thorotrast to produce 


necrosis and neoplastic changes in tissues in which it 
is contained, particularly in the cells of the reticulo- 
endothelial system in the liver and spleen in which 
its radioactivity may be maintained for from ten to 
fifteen years; but just how much damage may result 
in human beings has not been established and to date 
no effects of this nature have been described follow- 
ing the small doses used for arteriography of the 
peripheral vessels. Systemic reactions following the 
injection of organic iodine compounds consist of 
flushing of the skin with a feeling of warmth, 
erythematous eruptions, nausea, vomiting, cyanosis, 
respiratory distress, and fall in blood pressure. These 
reactions usually subside within a few minutes up to 
an hour but the skin eruptions may persist for sev- 
eral days. Death may occur as an immediate re- 
action as the result of hypersensitivity or idiosyn- 
crasy to the injected material, or else it may be de- 
layed, in which instance it is thought to be due 
mainly to pre-existing extensive renal damage. 
The author emphasizes that arteriography of the 


peripheral vessels is of value for the accurate diag- ° 


nosis of arterial lesions and the early diagnosis of 
bone cancer, but it is not without danger. The risk 
of complications does not warrant the abandonment 
of arteriography as a diagnostic aid, but, rather, it 
should keep one alert to minimize the danger by a 
proper selection of cases and careful choice of con- 
trast material, associated with the taking of an 
allergy history and the performance of a standard 
sensitivity test; by using painstaking technique, and 
by being prepared for prompt treatment if the 
necessity arises. BENJAMIN GOLDMAN, M.D. 


Ormond, J. K., Harkins, H. N., and Smith, F. J.: 
Ligation of the Abdominal Aorta; Case Report. 
Ann. Surg., 1944, 120: 49. 


This case of ligation of the abdominal aorta seems 
worth reporting because of the small number of 
aortic ligations on record. 

The patient was a man, sixty-one years of age. 
There was nothing of interest in his past history, 
except an attack of vertigo four and one-half years 
before, followed by deafness. He was first seen at 
the hospital (Henry Ford Hospital, Detroit, Mich- 
igan) on December 2, 1942, complaining of severe 
epigastric pain which had come on suddenly two 
days before and had been present without respite 
ever since. There was no history of any previous 
gastrointestinal symptoms and no radiation of pain. 

Physical examination showed a well nourished 
man in evident pain. No important abnormalities 
were evident except in the abdomen. The blood 
pressure was 140/90. There was no abdominal 
rigidity, but there was marked epigastric tenderness, 
and a mass, which was thought to pulsate in an ex- 
pansile manner, was felt below and somewhat to the 
left of the umbilicus. All deep reflexes seemed nor- 
mal. A tentative diagnosis of abdominal aortic 
aneurysm was made. The patient was discharged 
on December 26, 1942, and returned for observation 
on January 30, and February 20, 1943. He seemed 
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to be doing well. His blood pressure had risen to 
about 170/110. 

On March 3, 1943, following unwise exertion, he 
had severe abdominal pain, collapsed, and was 
brought to the hospital the next day. He had 
diarrhea, urinary frequency, low abdominal pain, 
and his blood pressure was 50-?. Below the um- 
bilicus and to the left, a pulsating mass was noted; 
it was of about the size of a large orange; there was 
no bruit. The pain ceased, and the blood pressure 
rose to 110/70 on March 5. The urine showed red 
blood cells, albumin, and granular casts. The mass 
had increased in size, filling the left side of the lower 
abdomen and extending along the flank. The possi- 
bility of a ruptured ectopic kidney was suggested, 
although the diagnosis believed to be more probable 
was rupture of an abdominal aneurysm. The pa- 
tient’s condition was desperate and it seemed best, 
in view of the possibility (slight as it was) of there 
being a ruptured kidney, to give him the benefit of 
the doubt and explore the abdominal tumor. 

Under ethylene gas, an incision was made similar 
to the continuation of the ordinary incision for ex- 
posing a kidney. A great mass of clotted blood was 
found and evacuated. The viscera were pushed up- 
ward and what was evidently a ruptured aneurysm 
was exposed. Up to this point there had been no 
fresh bleeding, but it now started again. Quickly, 
with the index finger, the aorta above the aneurysm 
was dissected, encircled, grasped, and compressed, 
and the bleeding was completely controlled. There 
was found to be a rather long tear in the anterior 
surface of the aneurysmal sac, which contained 
blood clot, and two openings, which were supposed 
to be the rough sclerotic orifices of the common iliac 
arteries, could be palpated. After due consideration, 
there seemed no alternative other than to ligate the 
aorta, which was done with two layers of ribbon 
gut. The condition of the patient at the end of the 
operation was about the same as at the beginning. 
No pulsations could be felt in any of the arteries of 
the leg. 

That evening, two hours postoperative, the blood 
pressure was 148/76 and the pulse 150. The follow- 
ing morning the blood pressure was 140/70 and the 
pulse r1o, and the patient recognized his attendants. 
His legs were cool but not cold nor discolored, but 
he did not move them, and there was no pulsation 
in any of the arteries. Suddenly, at 11:45 a.m., he 
developed Cheyne-Stokes respiration, his pulse and 
blood pressure became imperceptible, and ‘he died 
twenty minutes later. There was no sign of hem- 
orrhage along the drains. Unfortunately, his sister 
(his only relative), although she was a trained nurse, 
would not give permission for an autopsy, in spite 
of many efforts made to persuade her. 

The authors would like to have learned the exact 
cause of death, which may have been pulmonary 
embolism or coronary thrombosis. It was not 
thought to have been due to fresh hemorrhages from 
the aneurysm. The site of the ligation should have 
been observed, for it would have been better judg- 


ment to have used cotton tape instead of an ab- 
sorbable ligature for such a large vessel. 

In 1940, Elkin reported on all cases of ligation of 
the aorta reported up to that time. He found 13 
instances of complete ligation. Only 1 of the patients 
survived the operation. Five lived twenty-four 
hours or longer; 1, sixty-five hours. The authors’ 
patient survived the operation eighteen hours. 

Matas reported the case of a patient who survived 
ligation for one year and five months, then dying 
from tuberculosis, but this was not a complete liga- 
tion for the aorta was found to be patent at autopsy. 

Brooks reported the case of a patient who survived 
ligation for three months, then dying of intestinal 
obstruction. The patient had returned to his work 
as a truck driver in the interim, apparently without 
any impairment of the circulation below the ligature. 
In this case, however, the aneurysm, of luetic origin, 
was very large and of long duration, and there had 
been development of collateral circulation previous 
to the ligation. Joun E. Krexpatricx, M.D. 


\ 
Neuhof, H.: Infected Dissecting Aneurysm of the 
Iliac Artery Following Arteriovenous Fistula of 
the Femoral Vessels. Ann. Surg., 1944, 120: 41. 


Neuhof, in a review of the literature covering 
arteriovenous fistula, points out that the incidence 
of proximal dilatation of the artery entering the 
aneurysm is rare. He cites 2 cases in which trau- 
matic aneurysm occurred in childhood. These offer 
support to the view that extreme dilatations prob- 
ably depend upon the duration of the lesion rather 
than upon the size of the arteriovenous fistula. This 
agrees with the belief of the late Mont Reid who 
held that dilatation of the artery occurred only after 
a lapse of years. Both cases cited were operated 
upon. 

The author concludes that the severe grades of 
dilatation of the proximal artery in cases of arterio- 
venous aneurysm of the popliteal or femoral vessels 
should be treated by excision of the dilated artery. 
In the presence of infection within the ectatic artery 
excision is imperative. | BENJAMIN GOLDMAN, M.D. 


Lowenberg, E. L.: Femoral-Vein Ligation in the 
Treatment of Pulmonary Embolism Due to 
Femoral Thrombophlebitis. Virginia M. Month., 
1944, 71: 288. 


The author notes that pulmonary embolism is an 
all too frequent cause of dramatic and sudden death 
in both medical and surgical patients. In practically 
all instances, the cause is thrombophlebitis in the 
lower extremity. 

For many years, masterful inactivity has been the 
keynote of the therapy of thrombophlebitis. Appli- 
cation of hot compresses and an electric cradle with 
as little movement of the extremity as possible has 
been the procedure. Treatment of the iliofemoral 
variety has been improved by the early employment 
of paravertebral lumbar sympathetic block. Pain is 
immediately relieved, the swelling rapidly disap- 
pears, and the fever quickly subsides. Spinal or cau- 
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dal anesthesia has the same effect and already favor- 
able reports are coming out on the use of continuous 
caudal anesthesia instead of paravertebral block. He- 
parin and dicoumarin have also been added to our 
armamentarium for the therapy of thrombophlebi- 
tis. An outstanding fact is that these more modern 
methods of treatment have not lessened the inci- 
dence of pulmonary embolism. 

The author notes that the calf, and not the groin, 
is the usual site of thrombophlebitis of the lower leg. 
There is an insidious onset with a slight rise in tem- 
perature and pain in the leg, usually in the calf re- 
gion, occasionally in the heel or sole of the foot. 
There may be slight edema of the lower leg, increased 
local heat, fullness of the superficial veins, slight 
cyanosis, and an elevated sedimentation rate. The 
process usually subsides in several days, but pain 
may develop in the groin, which indicates extension 
of the phlebitis to the femoral or iliac vein. On the 
other hand, the first warning that thrombophlebitis 
exists may be the sudden occurrence of pulmonary 
embolism. According to Fine et al., approximately 
1 of every 17 or 20 persons with clinically recog- 
nizable thrombophlebitis of the deep veins of the 
lower extremity will die of embolism. Homans was 
the first to recommend ligation and division of the 
femoral vein proximal to the thrombophlebitic proc- 
ess to prevent pulmonary embolism. 

Venography, as introduced by Dos Santos in 1938, 
and applied to the thromboembolic problem by 
Bauer, has been of material aid to those interested 
in the prevention of pulmonary embolism. Bauer 
obtained his venograms by injecting the radiopaque 
solution into a terminal branch of the lesser saphe- 
nous vein, cutting down on the vein just behind the 
external malleolus. Others employ a simpler method; 
25 cc. of diatrast are injected into one of the dorsal 
veins of the foot or the distal end of the long saphe- 
nous vein, while return of blood through the long 
saphenous vein is prevented by a blood-pressure 
cuff applied around the calf and inflated to from 20 
to 40 mm. of mercury pressure. A variation of this 
technique is the injection of the contrast solution 
into the long saphenous vein in the thigh. The 
upper femoral and the iliac veins are visualized if the 
thrombotic process has not extended up to this level. 

The status of venography in thrombophlebitis has 
not been entirely settled. The contrast media has 
occasionally aggravated the inflammatory process. 
In the absence of clinical evidence of the origin of 
the clot, a venogram should be made if pulmonary 
embolism has occurred, for a latent thrombophle- 
bitic process may only thus be diagnosed. Likewise, 
if surgical intervention has been decided upon, the 
venogram will demonstrate the upper limit of the 
thrombosis and indicate where ligation must be per- 
formed to be ahead of the process. 

According to Welch ef al., the femoral vein is 
ligated in any case of deep thrombophlebitis, if the 
patient is forty years of age or over, or if he is under 
forty and has a bland thrombosis, or has had a pul- 
monary embolism, It is the policy of Fine, Frank, 


et al. to divide the femoral vein if signs and symp- 
toms of thrombophlebitis in the lower leg exist, or if 
a filling defect is demonstrable in the venogram. If 
the thrombotic process has extended to the upper 
part of the common femoral or into the iliac vein, 
a retroperitoneal abdominal operation is required. 
Routine surgical interference has not been recom- 
mended in such cases, as the risk involved may be 
greater than warranted. However, should pulmo- 
nary embolism occur, there should be no hesitancy 
in ligating the external or the common iliac veins. 
Three cases of pulmonary embolism in which the 
femoral vein was ligated with cessation of the em- 
bolic episodes are presented. 

In conclusion, the author notes that femoral-vein 
ligation is advocated as a routine emergency proce- 
dure whenever pulmonary embolism incident to 
lower-extremity thrombophlebitis has occurred. In 
such instances, the procedure may well be life-saving. 
Whether femoral-vein ligation is to be routinely per- 
formed in all cases of deep vein thrombosis remains 
to be proved, but, in time, the dictum may well be 
‘the treatment of femoral-vein thrombophlebitis is 
femoral ligation.” Ligature of the femoral vein at as 
high a level as possible often has a salutary effect on 
the thrombophlebitic process, even though the liga- 
tion is not performed entirely above the inflamma- 
tory process, because of the total interruption of the 
blood flow through the affected veins. 

HERBERT F. THurston, M.D. 


BLOOD; TRANSFUSION 


Waugh, T. R., and Ruddick, D. W.: Studies on In- 
creased Coagulability of the Blood. Canad. M. 
Ass. J., 1944, §1: II. 


Waugh and Ruddick point out the need for a 
method by which the clinician can recognize the 
cases in which a tendency toward clotting is present. 

Since prothrombin and calcium under natural con- 
ditions in the blood maintain relative constant 
amounts, it would appear that thromboplastin is the 
cause of accelerated coagulability. 

The need of protection against an increase in 
active thromboplastin is answered by heparin. This 
substance has been isolated from the circulating 
blood by various workers. From the evidence pre- 
sented, although there are many controversial 
points, it would appear that heparin and thrombo- 
plastin are in a state of dynamic equilibrium in the 
circulating blood. Thus, cases demonstrating a ten- 
dency toward increased coagulability may have a 
disturbance of this equilibrium in that there is an 
uncompensated increase in the thromboplastin 
content. 

The authors have devised a test which is based on 
the theoretical consideration that allows for recog- 
nition of accelerated coagulation and apparently 
gives an indirect measurement of the thrombo- 
plastin present. This test is accomplished by a con- 
trolled deceleration of the process through the use of 
heparin. The coagulation is put into “slow motion,” 
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as it were, and finer changes are magnified and, thus, 
more accurately measured. 

By means of a specific test whereby finer analysis 
of the velocity of coagulation is possible it is shown 
that an acceleration occurs during uncomplicated 
bed rest, in acute inflammatory conditions, follow- 
ing operation, and in the presence of severe hem- 
orrhage. 

The test gives an indirect means of measuring the 
thromboplastin factor of the process of coagulation, 
and it is upon an increase of this factor that accelera- 
tion depends. BENJAMIN GOLDMAN, M.D. 


Barton, F. E.: The Management of a Blood Bank 
at the Massachusetts Memorial Hospital; The 
New Problem of Rh Typing. N. England J. M., 
1944, 230: 749. 

This report is concerned with the new develop- 
ments in blood typing, with special emphasis on the 
importance of Rh typing of all donors and recipients 
in the bank. At the Massachusetts Memorial Hos- 
pital, Boston, several transfusion reactions were en- 
countered that could not be explained. By typing 
for the Rh factor, incompatibility in the blood types 
between recipient and donor was demonstrated and, 
in some cases, abnormal agglutinins were found in 
the patient’s serum. 

Levine showed that Rh-negative patients are im- 
munized or sensitized to the Rh blood factor by 
gestation involving one or two Rh-positive infants. 
His belief is that the patient is immunized against an 
antigen unrelated to the blood properties A and B, 
which is present in the blood of the fetus but lacking 
in the patient’s own blood. The fetus inherits the 
factor from the father, who is Rh-positive. The 
fetal red cells, being Rh-positive, build up anti- 
bodies in the Rh-negative mother, so that the first 
transfusion of an Rh-positive blood may result in a 
hemolytic reaction. Since no warning of such sen- 
sitization and the development of anti-Rh ag- 
glutinins in the patient’s serum can be obtained from 
a clinical examination or history, the situation is 
fraught with danger. Wiener pointed out that isoan- 
tibodies for Rh, unlike those for Types A and B, do 
not normally occur in human plasma, and that the 
initial transfusion of Rh-positive blood into patients 
who do not have isoantibodies for this agglutinogen 
is ordinarily uneventful, the transfused cells surviv- 
ing and functioning in the circulation for as long as 
three or four months. Subsequent transfusions of 
Rh-positive blood, however, result in increasingly 
severe reactions. In 1,022 transfusions, the per- 
centage of reactions encountered was 6.4 per cent. 
The reactions are graded as follows: mild febrile re- 
actions, lasting but a short time following transfu- 
sion, with or without chills; febrile reactions with 
chills but without evidence of hemolysis; and 
hemolytic reactions, with chills and possible hemo- 
globinuria and jaundice. Since the formation of the 
blood bank in 1938, no death has occurred that could 
be attributed to a transfusion. The author notes 
that he has found that less than 50 per cent of the 


patients having transfusion reactions and who are 
mothers of erythroblastotic babies have demon- 
strable agglutinins in their blood. 

The clinical aspects of Rh incompatibility are as 
follows: hemolytic transfusion reactions of increasing 
severity occurring in Rh-negative recipients when 
given Rh-positive blood (such reactions may become 
sufficiently severe to result not only in anemia and 
jaundice but in anuria) ; serious and even fatal hemo- 
lytic transfusion reactions resulting from the first 
transfusion in Rh-negative women who have been 
sensitized and have developed anti-Rh agglutinins 
through pregnancies; and hemolytic anemia of the 
newborn, or erythroblastosis fetalis, occurring in 
Rh-positive infants of mothers who have developed 
sensitivity to the Rh factor (the severer forms of this 
condition result in late fetal death from congenital 
hydrops and neonatal death from icterus gravis). 

The author presents 3 cases encountered at the 
Massachusetts Memorial Hospital, and describes 
the methods employed in dealing with the Rh factor 
in conjunction with its blood bank. 

To avoid hemolytic transfusion reactions and 
other untoward effects from the use of banked blood, 
Rh typing is indicated for all surgical and medica] 
patients when there is likelihood of repeated trans- 
fusions; for all patients with a history of previous 
reactions; for all patients who have received emer- 
gency transfusions without typing, before a second 
transfusion is given; for all obstetric cases, before 
admission, and all surgical deliveries; and for all 
babies born with jaundice and anemia. A practical 
and efficient method of carrying out Rh typing for 
all needed cases, especially in a hospital having an 
active obstetric service, is the organization of a 
blood-grouping laboratory, jointly sponsored by 
several institutions. Herpert F. Taurston, M.D. 


Goodall, A.: The Transfusion of Cell Concentrates. 
Glasgow M.J., 1944, 141: 161. 


Erythrotransfusions make it possible to add a 
small volume of blood containing a large quantity 
of red cells to the circulation of the recipient. This 
is of special value in severe cardiac conditions. The 
transfusion of red cells is also advantageous in the 
treatment of anemias of all sorts. The red cells can 
be easily obtained from blood which is being pre- 
pared for plasma infusions. The author has given 
120 red-cell transfusions in cases ordinarily receiving 
whole-blood transfusions. The red cells can be 
transfused by the ordinary drip method, and no spe- 
cial pressure apparatus is necessary to force the flow 
of cells. 

As a result of these transfusions, the author has 
calculated that the hemoglobin rose on an average of 
1.49 gm. per 100 cc. (from the cells obtained from 500 
cc. of blood); the erythrocytes increased 480,000 per 
c. mm., and the packed-cell volume rose 3.49 per 
cent. The author claims that erythrotransfusions 
caused no cardiac embarrassment even in the sever- 
est cardiac condition. Reactions due to agglutinins 
and the citrate solution were also eliminated. The 
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incidence of reactions was 5 per cent. However, red- 
cell infusions are not indicated in cases of shock in 
which the loss of whole blood, serum, or plasma is 
the chief factor. | Brnyamin G. P Snartrorr, M.D. 


Arbeiter, H. I., and Greengard, J.: Tibial Bone- 
Marrow Infusions in Infancy. J. Pediat., S. 
Louis, 1944, 25: I. 

The equipment necessary for a bone-marrow in- 
fusion consists of a sterile tray holding a bone- 
marrow needle set, a hypodermic syringe, a 10 or 20 
cc. syringe, dressings, one medicine glass with 1 per 
cent procaine, one medicine glass with normal saline 
solution, two towels, and scissors; sterile gloves, a 
padded foot board, and adhesive tape are also re- 
quired. The leg is taped to the board which is 
fastened firmly in place. The skin over the upper 
half of the tibia is surgically prepared with antiseptic 
solution and sterile towels are used to drape the 
field. The tibia is grasped at the tibial tuberosity 
and a superficial skin wheal with procaine is made 
and continued down to the periosteum. The outer 
needle with stylet in place is inserted through the 
skin at a 70- to 80-degree angle beneath the peri- 
osteum with the bevel down so that the bevel lies 
almost parallel to the tibia and the needle points 
distally in order to avoid the epiphyseal plate. The 
stylet is removed and the hollow drill with its stylet 
is inserted within the outer needle. While the head 
of the outer needle is held with the fingers of the left 





Fig. 1. Bone-marrow needle in place twenty-four hours, 


hand, the head of the inner drill is turned to and fro 
with the fingers of the right hand and at the same 
time firm downward pressure is exerted. A sudden 
release of resistance signifies the entrance of the drill 
into the medullary cavity. The drilling action with 
slight pressure should continue until the neck of the 
inner drill is completely within the head of the outer 
needle. The outer needle is then pushed downward 
about 6 mm. or until the full length of the neck of 
the needle may be seen. The outer needle is now 
firmly fixed in the marrow cavity. Then the inner 
needle is removed and a syringe filled with saline 
solution is attached to the outer needle and aspira- 
tion is attempted. Bone marrow will be obtained if 
one has done the procedure correctly. A few cubic 
centimeters of saline solution are injected to clear the 
needle. The solution should go in easily. One may 
be certain that the needle is in the medullary cavity 
if the following conditions are present: (1) the needle 
feels firm in position and stands upright without any 
support; (2) bone marrow flows back into the 
syringe on aspiration with the syringe; and (3) fluid 
flows freely on injection and no subcutaneous swell- 
ing appears. For slow drip, the flask with its rubber 
tubing and adapter is attached, otherwise a syringe 
may be used for rapid injection. 

Forty-three bone-marrow infusions were at- 
tempted in 34 patients with a total of 35 successes, 
6 failures and 2 partial failures, or about 81 per cent 
complete successes. Of the 34 patients, 30 (88 per 
cent) were successfully transfused. 

The infusion fluids used were saline solution, dex- 
trose, Hartmann’s, sulfonamides, diphtheria anti- 
serum, pneumococcus and influenza baciJlus anti- 
serum, plasma, and blood. 

In the successful cases the average rate of flow for 
aqueous solutions was 2.3 cc. per minute, or 138 cc. 
per hour. For plasma the average rate was 1.44 cc. 
per minute, and for blood the average was .88 cc. per 
minute. With increasing density the rate of flow 
decreases. 

In no cases were there any ill effects noted. There 
was no evidence of infection. 

With 1 exception, the patients were infants under 
one year. The youngest patient was two days old 
and the oldest, three years old. 

Needles have been left in place as long as four days 
and have functioned for as long as three days. 

Periodic x-ray pictures have been taken for only a 
short period of time since this project is new (Fig. 1). 
After removal of the needle a round defect in the 
bone is visible by means of x-rays. After about six 
weeks this defect from the needle is still faintly 
visible. Ernest E. ARNHEIM, M.D. 


Meola, F.: Bone-Marrow Infusions as a Routine 
Procedure in Children. J. Pediat., S. Louis, 1944, 
25: 13. 

This report represents a review of the clinical ex- 
perience with 326 bone-marrow infusions in infants 
and small children at the Children’s Hospital of 
Akron, Ohio. 
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The technical procedure employed in these cases 
was as follows: 

The patient was strapped to a board with adhesive 
at the ankle and knee. Protection was given to these 
parts by cotton padding. The region of the tibia or 
femur to be used was scrubbed with soap and wa- 
ter, and painted with tincture of merthiolate. The 
operator put on a mask, gown, and sterile gloves. 
The armamentarium was a sterile pack containing 
one small drape sheet, two towels, four gauze 
squares, one medicine glass, one soo cc. beaker, one 
gauze filter, one 5 cc. syringe, and one needle for 
bone marrow, preferably a 1.5-in., 18-gauge Kaliski 
salvarsan needle. For older children, between two 
and five years of age, the B-D Special Needle No. 458 
L N R, gauge 16, is recommended. Saline was put 
into the medicine glass. The filter was for blood or 
plasma. The operator draped the chosen tibia or 
femur and located his landmarks. The flat tibial sur- 
face, one or two fingers below the tibial tuberosity or 
the lower third of the femur, was the usual place 
chosen as the spot of puncture. Over this spot the 
needle was placed, and with a quick jab it pene- 
trated the skin; then by a straight steady push or a 
rotary twist, the needle was pushed through the bone 
until it dropped. Feeling the needle in the marrow 
cavity, the operator applied a 5 cc. syringe filled 
with a little saline solution and drew the plunger 
back. The return of marrow was proof-positive that 
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the needle was properly placed. Then, by means of a: 
larger syringe, the fluid was injected through the 
needle by gentle pressure and a slow rate of infusion 
took place. 

In this group of infusions there was but one reac- 
tion and one complication. The author doubts 
whether these were attributable to the procedure. 

In the first case there was a transfusion reaction 
with death six hours later. 

In the second case, a bone-marrow infusion of plas- 
ma and glucose was followed, one-half hour later, by 
an area of necrosis of the foot and lower one-third of 
the leg; these resulted in the loss of the great and 
middle toes. 

A common finding after bone-marrow infusions is 
the formation of small indurated areas at the site of 
injection. These result from fluid escaping from the 
marrow cavity around the needle during the injec- 
tion. These localized indurated areas have always 
absorbed completely and caused no complication. 
In this group of cases there were no infections, sepsis, 
or osteomyelitis from the routine use of bone-marrow 
infusions. 

The infused fluids have consisted of normal saline 
solution, 5 per cent glucose, 10 per cent glucose, and 
20 per cent glucose; 5 per cent sodium sulfadiazine, 
plasma, citrated whole blood, meningococcic anti- 
toxin, influenzal B serum, and antipneumococcic 
serum, Ernest E. ARNHEIM, M.D. 





SURGICAL TECHNIQUE 


WAR SURGERY 


Barrow, D. W., and Rhoads, H. T.: Blast Concus- 
sion Injury. J. Am. M. Ass., 1944, 125: 900. 


Two hundred persons exposed to the effects of air 
blast produced by high explosives were observed. 
Adequate clinical facilities were available, and the 
injuries were not complicated by flying splinters, so 
that an unusual opportunity was presented to study 
the effects of blast concussion on human beings. 
Complete follow-up studies have been possible. The 
persons nearest the explosion were, in general, most 
seriously injured, but capricious choice of victims 
was noticeable. 

One person would be seriously injured, and his 
neighbor, with seemingly identical protection or lack 
of it, would escape without damage. The most strik- 
ing clinical feature of those who survived was a pro- 
nounced decrease in psychomotor activity. They 
seemed “stunned and stupefied.” 

Shock was universal and was associated with pal- 
lor and sweating. The initial temperature on admis- 
sion was slightly subnormal in the majority of 
patients. Pulmonary lesions were reported con- 
stantly. Multiple foreign bodies in the skin were 
found in nearly all of the cases and in most instances 
the particles of sands were so deeply embedded that 
removal was impossible even by the most vigorous 
scrubbing. 

Injury to the eyes and ears was the most common 
injury encountered. Tinnitus, deafness, and pain re- 
ferred to the ears was almost universal immediately 
after the explosion. Ocular symptoms were equally 
widespread. Photophobia, blepharitis, and lacrima- 
tion of varying severity were frequent complaints. 
Death was almost instantaneous when it occurred 
and was due to multiple injuries in most instances. 
Those patients who survived the sixty minutes 
recovered. 

Damage to the ears by blast and to the eyes from 
foreign bodies occurred in a high percentage of those 
who recovered. Periods of unconsciousness, convul- 
sions, chest pain, pulmonary complications, and 
abdominal distress were minimal in this group. In- 
testinal perforation did not occur. Shock, brady- 
cardia, hypotension, decreased psychomotor activ- 
ity, and slow respiration were the outstanding clini- 
cal signs and symptoms of this group. Treatment is 
symptomatic and is largely governed by individual 
indications. Emot C. RositsHexk, M.D. 


Dick, D. S.: Resuscitation of Battle Casualties. 
Lancet, Lond., 1944, 247: 170. 


Within a period of eighteen months, Dick’s trans- 
fusion unit has dealt with 800 shocked patients 
whose resuscitation required the transfusion of blood 
or plasma. Details of only so1 of these are now 
available. Because of the nature of the work, the 


circumstances under which it had to be done, and 
the limited help afforded by the orderlies, complete 
investigation was out of the question in most of the 
cases. Throughout the period, the unit worked with 
various field surgical units, and was usually attached 
to field ambulances. Experience in resuscitation of 
battle casualties was gained at advance and main 
dressing stations and at casualty-clearing stations. 
The interval between the time of wounding and the 
time of arrival at the operating center varied con- 
siderably, but the rough average was four hours. 
There was a tendency in the forward area to con- 
sider the value of transfusion of more importance 
than that of general measures. 

These general measures consisted of providing for 
the patient’s comfort, adequate amounts of mor- 
phine, and heat. The wards were kept at tempera- 
tures of about 80°F., and hot water bottles were 
found invaluable. (Dick believes that the patient 
benefits more from the physical and mental comfort 
of gradual warmth than he loses from the diminution 
of his circulating blood volume by superficial 
dilatation.) 

In severely shocked patients, fluids should be 
given in small quantities at a time; the traditional 
pint of hot tea may be actually harmful. 

The speed and quantity of transfusion should de- 
pend on the patient’s general condition, the nature 
and severity of his wounds, and his previous treat- 
ment. Before, during, and after operation a total of 
10 pints of blood was commonly given without 
apparently overloading the circulation. 

A proportion of four parts of blood to one part of 
plasma was found satisfactory for the severely 
wounded. After severe loss of blood, large plasma 
transfusions may produce a false appearance of re- 
covery from shock. Reactions were slightly greater 
with wet plasma than with blood, and much greater 
with dry plasma. The blood all came from type 04 
donors and no cross-matching tests were done. 

Nikethamide was the only circulatory stimulant 
used; its value in severe shock was not impressive, 
and it commonly produced vomiting. 

J. M. Mora, M.D. 


Lord, C. D., and Coutts, J. W.: A Study of Typical 
Parachute Injuries Occurring in 250,000 Jumps 
at The Parachute School. J. Bone Surg., 1944, 
26: 547. 

This survey is based on a study of 250,000 para- 
chute descents at The Parachute School. At the 
present time, a parachute jumper has, roughly, a 
I per cent chance of being injured in any way in any 
one parachute descent. The parachute course of 
training consists of four stages as follows: 

Stage A. Calisthenics, rope-climbing, and running 
and jumping from low 4 ft. to 6 ft. platforms into 
sawdust pits. 
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Stage B. Tumbling, trainasium, landing trainer, 
jumps from mock doors (4 to 6 ft.), jumps from 
mock towers (30 to 35 ft.), and suspended harness 
drill. 

Stage C. Daily jumping from 250 ft. towers (free 
and controlled) and landing by parachute on saw- 
dust. Tumbling is reviewed and parachute control 
is practiced. 

Stage D. The applicant makes the necessary num- 
ber of plane jumps to qualify as a parachutist. The 
jumps are made from a plane in flight and the land- 
ing is made on level and uneven terrain. 

Strain or tear of the right rectus muscle is the most 
frequent cause of disability in stage A trainees, and 
clinically closely simulates acute appendicitis. Em- 
phasis on tumbling leads to the typical injury of 
stage B—the acromioclavicular contusion and 
acromioclavicular separation. In stages C and D, 
the common cause of injury is landing by parachute. 
Two typical leg injuries occur; the first is the double 
fracture involving the lower third of the fibula and 
posterior lip of the tibia; this is considered the 
“original parachute fracture.’ It has recently been 
replaced by a relatively painless fracture of the upper 
third of the fibula, or dislocation of the fibular head. 
This change is due to the fact that greater support is 
now given to the ankle by having both feet held 
firmly together at the moment of striking the 
ground. With the shock of the opening parachute, 
while the soldier is falling freely, any type of frac- 
ture may occur if the body position is incorrect. 

Students with injuries occurring in A, B, and C 
stages are picked up by ambulances within a very 
few minutes from the time of injury. Jumping in- 
juries occurring in stage D are handled as follows: 

An aid man is assigned to watch the descent of 
every parachute and is within 6 ft. of the parachutist 
when he lands. If there is any evidence of an injury, 
the aid man waves a red flag and an ambulance is 
immediately dispatched. Diagnosis is usually made 
within two minutes of the time of injury. The in- 
jured member is splinted and the patient is taken 
to the Medical Unit. Whenever possible, if no frac- 
ture exists, ambulatory treatment is encouraged. 
Although novocain injection has definite value in 
selected cases, it is not used in the great majority of 
patients; it does not shorten the length of disability. 
In the first twenty-four hours, tight bands, icing, 
and immobilization are the treatment of choice. 
After the first twenty-four hours, warm applications, 
gentle massage, and early active motion are in- 
stituted. The Physical Therapy Department treats 
these patients with infrared and ultraviolet rays, 
whirlpool baths, hot and cold baths, and massage. 

Certain revisions of the landing method are 
thought to be responsible ‘in a measure for a dis- 
tinctly diminished rate of injury: 

1. The jumper is instructed to land with the feet 
together, the legs bent slightly at the knees, and the 
weight of the body slightly forward over the feet. 
Legs are held so that the knees are together. The 
muscles are not tensed nor are they relaxed. 


2. A variation of the previously taught tumbling 
technique, so that proper landing can be made dur- 
ing ground approaches that are angular to the line 
of drift during a parachute descent. 

The selection of parachute personnel is done with 
utmost care. Harotp C. Ocusner, M.D. 


MacFee, W. F.: The Treatment of Air-Force Com- 
bat Casualties. Ann. Surg., 1944, 120: 1. 


In approximately seven months, 198 officers and 
men of the United States Army Air Force were ad- 
mitted as battle casualties to a special Evacuation 
Hospital; 22 of these had received definitive treat- 
ment in other hospitals and 176 had first-aid treat- 
ment only. 

The majority of casualties were caused by enemy 
gun fire. Other causes in order of frequency were 
freezing of the fingers, toes, and other parts of the 
body; violent contact with parts of the plane or the 
earth’s surface; burns; and anoxia. 

Casualties due to missiles came to 141, most of these 
being caused by the 20-mm. aircraft cannon shell. 
Upon explosion these small shells throw out many 
small fragments in all directions. If the explosion 
occurs at some distance the resulting wounds may 
be slight, but if the shell explodes nearby, there is a 
destructive injury. In either case the numerous 
small fragments are a great danger to the eyes. Other 
missiles causing injury were, in order of frequency: 
machine-gun bullets, antiaircraft-shell fragments, 
secondary missiles consisting of plane parts, uniden- 
tified missiles, and rocket-shell fragments. At about 
the time rocket shells came into use there was a 
noticeable increase in the number of the wounded 
who did not know the source of the missile which had 
struck them. It is probable that some of these un- 
identified missiles were from rocket shells. 

The wounds caused by missiles affected practically 
every part of the body. Of 141 airmen wounded by 
gun fire, 53 (37.5 per cent) received wounds of the 
face, 18 (12 per cent) of which were eye injuries, as 
compared with from 5 to 8 per cent in World War I. 

The chest wall and scalp received numerous mis- 
siles, but penetrations into the lungs and brain. were 
relatively few. Wounds of the shoulder and gluteal 
regions were frequent, but, as a rule, not serious. 

Compound fractures were numerous. The frag- 
ments of aerial cannon shells were capable of frac- 
turing the smaller bones, but had insufficient force 
to fracture a large bone unless the shell exploded 
nearby. 

The brain was damaged in 5 instances, but in- 
juries, mostly temporary, to the nervous system 
concerned chiefly the peripheral nerves. 

Wounds of the tendons, joints, digestive system, 
genitourinary system, and the circulatory system 
were not numerous, but often were interesting and 
perplexing. 

In the treatment of the earlier casualties all 
wounds were handled by the open method. As a 
rule, they healed well and few became infected, but 
the process was slow. In wounds as clean as those 





496 INTERNATIONAL ABSTRACT OF SURGERY 


which occur in air warfare, healing by primary union 
seemed a reasonable expectation and primary clo- 
sures were carried out following the usual débride- 
ment and application of sulfanilamide. 

Primary healing was thus obtained in 244 (95 per 
cent) of the 257 wounds. Thirteen wounds (5 per 
cent) did not heal by primary union. Nine of these 
(3.5 per cent) were reopened or opened spontane- 
ously, because of frank infection; 3 wounds were 
reopened by the surgeon in the belief that they were 
infected, but the cultures were negative; the edges of 
1 uninfected wound separated because it had been 
closed under too much tension. 

Secondary closure was done in 4 wounds. Three of 
these were in patients transferred from other hospi- 
tals with open wounds, the fourth was one of the 
author’s own patients. All healed by primary union. 
Sixty-eight wounds were débrided and left open, 
16 (23.5 per cent) of which became infected. This 
open method of treatment was reserved for wounds 
too large to permit closure, wounds which could not 
be débrided satisfactorily, and wounds which be- 
cause of reduced vascularity were considered to have 
more than the usual susceptibility to infection. 

Tbree wounds were sutured without débridement, 
all becoming infected. 

One patient died of peritonitis four days after the 
suture of multiple perforations of the ileum and 
cecum. Two patients had midthigh amputation for 
gas gangrene which developed in compound frac- 
tures of the bones of the leg. In 1 case the wound 
had been partially closed and lightly packed with 
vaseline gauze, in the other it had been left entirely 
open; one patient survived, the other succumbed 
eleven days after injury. A large penetrating wound 
of the bladder resulted in urinary leakage after su- 
ture and an obstinate retroperitoneal infection. All 
other infections were of minor importance. Pro- 
found shock was not encountered except in the pa- 
tients who had bled profusely. Other factors produc- 
tive of shock, such as dehydration, physical exhaus- 
tion, and prolonged anoxia of the tissues, did not 
appear to have been severe enough to make them 
important as causative agents. 

Of 176 air-force battle casualties, 104 (73.7 per 
cent) of the 141 airmen wounded by missiles were 
returned to duty directly from the evacuation hos- 
pital; 35 (24.8 per cent) were transferred to other 
hospitals; and 2 (1.4 per cent) died of their wounds. 

A number of considerations serve to differentiate 
wounds sustained in the air from those received on 
the ground: 

1. Bomber crews live under conditions which 
approach those of civilian life. They are comfort- 
ably housed, are well fed, and have facilities to main- 
tain cleanliness of body and clothing. The time 
between leaving the base and entering combat is a 
matter of a few hours at most, and the men go into 
action in good physical condition. None of these 
advantages obtain for the ground forces. 

2. The missiles that inflict injury upon airmen are 
not grossly contaminated by earth or other material 


from the earth’s surface, and carry no foreign sub- 
stances into the wounds except bits of clothing and, 
occasionally, secondary missiles derived from the 
plane itself. 

3. Efficient first-aid treatment which includes the 
use of sulfanilamide is administered in the plane 
immediately after injury, and as soon as the wounded 
arrive at the air field the medical personnel carry out 
whatever measures are necessary to assure their 
arrival at the hospital in the best possible condition. 

4. Wounded airmen usually receive definitive sur- 
gical treatment within from four to six hours of the 
time of injuty. Ground troops often must wait many 
hours or even days. 

With these considerations, it is obvious that the 
important differences which exist between air- and 
ground-force casualties should be recognized and 
turned to advantage in the treatment of air casu- 
alties. 

The decision as to the closed or open treatment of 
wounds sustained in aerial combat should be gov- 
erned by a consideration of the circumstances in the 
case and not wholly restricted by rule. The different 
methods of treating wounds should be considered as 
complementary and not opposed to each other. 

STEPHEN A. ZIEMAN, M.D. 


Ferguson, L. K.: Surgical Casualties of Amphibious 
Warfare. U.S. Nav. M. Bull., 1944, 43: 73. 


The author reviews the case histories of 3,333 bat- 
tle casualties in the South Pacific Area. The pa- 
tients were surgical cases received aboard a hospital 
ship for a six-month period beginning with the Solo- 
mons engagement. The patients were received from 
ships and shore stations and were divided into: 
Navy, 1,229; Marine, 1,598, and Army, 506. Most 
of the Marine, Army, and a few of the Navy casu- 
alties were a result of land operations, but the major- 
ity of the Navy patients came from sea battles. All 
but a few of the casualties resulted from direct 
enemy action, but cases are included which occurred 
because of operational accidents in battle zones, such 
as falling into landing boats, plane crashes, truck and 
jeep accidents, and accidental gunshot wounds. 

There were 12 deaths, a mortality of 0.36 per cent 
or 1 death in each 275 patients. The causes of death 
were: multiple gunshot wounds and gas gangrene in 
5 patients; gunshot wounds in the abdomen in 2; 
shock and compound fracture of the femur in 1 pa- 
tient; burns in 1; a plane accident in 1; infected gun- 
shot wounds (gas?) in 1; and bayonet wounds and 
pulmonary embolus in 1. 

The 2 patients with gas gangrene died shortly 
after coming aboard, one in two and one-half hours 
and the other in five hours. The 2 patients with 
abdominal wounds came aboard three and nine days 
after injury and died of peritonitis. There were 2 
operative deaths in the above series, both of them 
from gas gangrene. 

The injuries were the result of shell and bomb 
fragments in most Naval casualties, and the lacera- 
tions and contusions resulted from the patient’s 
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being blown against bulkheads and other parts of the 
ship in torpedo or bomb explosions. Land casualties 
were caused by grenade, mortar-shell, naval-shell, 
and bomb fragments in a little over half of the cases, 
and in the others by rifle and machine-gun bullets. 
The contusions and lacerations occurred from the pa- 
tient’s being blown from fox holes, or being struck by 
falling trees or rocks loosened by shells or bombs. 
There were 2,664 patients with open wounds and 
4,807 areas of the body that were wounded. 

In the Naval patients there were 504 wound areas 
of the upper extremity and 730 of the lower extrem- 
ity, comprising two-thirds of the 1,861 wounds sus- 
tained. Regarding the distribution of shell-fragment 
wounds in patients injured in land battles, 499 were 
in the upper extremity and 596 in the lower, or 64 
per cent of the 1,703 wound sites due to shell frag- 
ments were in the extremities. 

Of 1,149 areas wounded by bullets, 378 were in the 
upper extremity and 441 in the lower, or 71 per cent 
of the wounds due to bullets were located in the ex- 
tremities. Of the 4,807 total wounds, 327, or 6.8 per 
cent, involved the head and face. There were 356, or 
7.4 per cent, chest wounds, about one-third of them 
being intrathoracic, and 103, or 2 per cent, wounds of 
the abdomen. 

There were 1,285 fractures, of which 1,062 were 
compound and 223 simple, or 1 in every 3 of the bat- 
tle casualties (38.6 per cent) arriving aboard the hos- 
pital ship had a fracture, and every third patient 
had a compound fracture (83.6 per cent). Fractures 
of almost every bone in the body were encountered. 
There were 837 fractures of the long bones, of which 
703 were compound and 134 simple. Of the fractures 
of the long bones, 443 required reduction and immo- 
bilization. There were 2,788 patients with wounds 
and contusions, and of these 46 per cent, or almost 
every other patient, had a fracture. 

There were 364 burns, 261 alone and 103 in addi- 
tion to other wounds. Burns were predominant in 
Naval casualties, 295 of the 1,229 patients, or 1 in 
every 4, sustaining burns. Sea battles with bomb 
flash or fires on ships caused 292 cases. Powder ex- 
plosions and other accidental burns on ships were 
seen in 5 cases. There were 40 patients who suffered 
burns from accidents on land. Of these, 27 were 
burned by throwing gasoline on a small flame in an 
effort to light a fire, and 7 were burned by fires in 
crashed planes. The face, hands, forearms, and arms 
were most frequently involved aboard ships, in con- 
trast to burns of the legs in shore casualties caused 
by using gasoline to start fires. 

Of 342 sutured wounds, 190 which had been seen 
in from one to six days after injury resulted in good 
healing. The majority of these wounds were small, 
many of them through-and-through bullet wounds, 
such as are known to heal well even without sutures. 
In 152 cases, the wound suture was not successful; 
the wound had to be opened because of infection and 
hematoma, and in some instances an attempt to 
close the wound under tension resulted in necrosis 
and a larger wound than existed before the suture 


was attempted. Wound suture in compound frac- 
tures with subsequent application of a plaster cast 
produced some of the most severe infections seen. 

Certain types of wounds may be sutured with 
good results. Wounds of the face, 35 of which were 
sutured, showed good healing in 31 instances, and 11 
of 16 scalp sutures were successful. Of the abdomi- 
nal wounds, 18 healed well and 18 broke down com- 
pletely, in many cases into the peritoneal cavity. In 
8 of the wounds which healed well, no intestinal in- 
jury was found, and in 2 only gastric perforation was 
found. There was only 1 abdominal wound in 
which there was a colon perforation that healed with- 
out infection. ‘ 

There were 10 gas-bacillus infections. Five of the 
patients lived and 5 died. Of the patients who lived, 
4 were treated by incision and drainage, and 1 by 
amputation. Sulfathiazole or sulfadiazine was used 
locally and orally and large doses (60,000 to 100,000 
units) of gas antitoxin were given intramuscularly. 

There were 21 additional patients suspected of 
having gas gangrene but no organisms could be 
demonstrated at any time. One of these patients 
died. All of these cases with 1 exception were land- 
battle casualties. Counting these 31 cases as gas- 
bacillus infections, the incidence was only 1.1 per 
cent of 2,664 open-wound cases. However, of the 12 
deaths aboard ship in six months, 5 were due to 
proved gas-bacillus infection, and in 1 case the infec- 
tion was suspected but not proved. 

Five major amputations were performed, all mid- 
thigh; 2 were for gas gangrene, 2 for infected stumps 
of traumatic amputations of the lower legs, and 1 for 
gangrene following an anterior dislocation of the 
knee of four days’ duration. In addition, there were 
10 forearm, 7 arm, 13 thigh, and 17 leg amputations 
received aboard, which accounted for 52 major 
amputations, or 1.56 per cent of the total number of 
patients treated. STEPHEN A. ZIEMAN, M.D. 


Hampton, O. P., Jr., and Parker, J. M.: Observa- 
tions on Battle Fractures of the Extremities. 
Surgery, 1944, 15: 869. 

This report is based on 1,400 battle casualties with 
fractures of the extremities received at a general 
hospital after from one to twelve days in the forward 
casualty clearing stations. In a statistical study of 
500 consecutive cases, it was found that 80 per cent 
of the patients had received sulfanilamide orally or 
topically within an hour of injury and that 92 per 
cent had had prophylactic treatment within eight 
hours. Injuries from “£88” German shells resulted in 
severe lacerated wounds with contamination from 
clothing and fracture of the bone. Of all the débrided 
cases seen at this institution, from 15 to 18 were 
found to be “septic” and this because of incomplete 
débridement. By complete débridement is meant 
radical block dissection of the skin with a thorough 
cleansing and removal of devitalized tissue and any 
metallic foreign bodies whenever possible. It is 
recommended that every débridement should be 
preceded by an x-ray study for exact knowledge of 
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the fracture and the location of all foreign bodies. 
Every active bleeding point should be frosted with 
sulfanilamide. Vaseline gauze is best applied, not 
by packing but by placing the strips over the bottom 
of the wound and out over the skin. Perforating 
bullet wounds of the high velocity type were usually 
self-sterilizing and required simple excision of the 
wound of entrance and exit. There were no instances 
of breakage of the plaster or of constriction during 
evacuation. However, it is suggested that the plas- 
ter along the foot be passed beyond the toes and that 
the foot be held in neutral version at a right angle. 
The Tobruk splint is recommended for the evacua- 
tion of patients with fractures of the femur. The 
authors’ conception of the Tobruk splint involves 
the use of 3 in. adhesive plaster to each side of the 
thigh and leg from the level of the fracture to a point 
12 in. past the foot. A padded plaster cast is then 
applied from the groin to the ankle with the knee 
flexed at 20 degrees. A Thomas ring splint is ap- 
plied over the cast and the strips of adhesive are tied 
under tension to the end of the splint. One or two 
tongue depressors wound around the tape like a 
windlass serve to increase the traction force if 
necessary. Plaster bandage wound around the splint 
at a few points on the thigh and leg further im- 
mobilizes the extremity. 

The results in 35 patients treated by means of 
Steinmann-pin fixation and plaster immobilization 
were poor. In several cases the wire had cut out and 
the skin was infected. In 2 cases the Steinmann pins 
had broken, possibly because of rotation or rocking 
of the cast. 

Dressing of compound fractures at this station 
was usually done early after arrival. This seemed to 
be necessary because vaseline packs often obstructed 
drainage. Thereafter the Orr-Truetta method of 
treatment was followed and the wound was left 
undisturbed in the cast for a period of at least four 
weeks and sometimes as long as eight weeks. 

Gunshot fracture wounds of the femur were treat- 
ed by means of a wire through the femur or tibia and 
balanced skeletal traction for a period of two weeks 
or until false motion ceased and then a low double 
spica was applied. There were 105 patients treated 
in this manner. There was no incidence of abscess 
formation or burrowing infection. Compound frac- 
tures of the tibia and fibula were treated by a com- 
bination of skeletal traction and plaster fixation. A 
wire was placed through the os calcis and a traction 
bow applied; this was followed by the application of 
a padded plaster cast which incorporated the wire 
and traction bow. Traction of from 15 to 18 pounds 
was then applied with the cast resting on a pillow. 
The results in compound comminuted fractures ob- 
tained by the latter method were highly satisfactory 
and demonstrated the advantage of the closed plas- 
ter method for a superficial bone. 

Excellent results were obtained by treating gun- 
shot wounds of the humerus by hanging plaster casts. 
Dressings were changed only when the cast was 
changed. Fractures involving the shoulder joint 


were treated with an abduction shoulder spica. 
Compound fractures involving the elbow were treat- 
ed by a plaster cast holding the elbow at a right 
angle and the forearm in midpronation. Fractures 
of both bones of the forearm requiring traction were 
treated by a wire through the metacarpals or both 
bones above the wrist, with or without plaster. 
Penetrating injuries of the knee joint were treated 
by surgical incision with the removal of any foreign 
bodies or bone chips. The joint cavity was then ir- 
rigated, sulfanilamide was instilled, and the synovial 
membrane was closed with the wound packed open. 
After the operation the extremity was immobilized 
in a long plaster cast with a cross stick at the ankle 
to prevent rotation. The cast was removed after 
seven days and quadriceps exercises were started. 
BENJAMIN G. P. SHAFrRoFF, M.D. 


Fairbank, H. A. T.: Rehabilitation of the Injured 
in this War and the Last. Lancet, Lond., 1944, 
247: 131. 

Rehabilitation should not be considered as a sepa- 
rate entity from the primary surgical treatment. 
Rehabilitation is not new. The pioneering work was 
done in special hospitals in the last war. On the gen- 
eral plan then adopted, all modern methods of 
rehabilitation are founded. The valuable advances 
introduced since that time are mostly those of detail. 

The results to be anticipated in fractures of the 
femur, patella, tibia, os calcis, spine, and carpal 
scaphoid, along with some other injuries, are dis- 
cussed. The author states: 

1. It is now generally agreed that the femur itself 
should not be transfixed for purposes of traction, if 
this can be avoided, since obstinate stiffness of the 
knee joint too frequently follows, even in the absence 
of obvious infection of the pin-track and in spite of 
the best possible ancillary treatment later. The 
same objection applies to the Roger Anderson and 
the Haynes methods in which each fragment and the 
overlying muscles are pierced by two pins. This 
partly accounts for the general reluctance of British 
surgeons to adopt these methods for fractures of the 
arm and leg. 

2. There is a tendency to excise fractured patellae 
in cases that could be adequately treated by suture 
without special difficulty. Despite every effort to 
restore function after excision of the patella, volun- 
tary extension remains incomplete, at least for some 
months, in a large proportion of cases, while flexion 
of the joint may also be seriously limited. 

3. With regard to fractures of the tibia and fibula 
generally, there are two possible conditions encoun- 
tered in the early treatment which are not always 
kept in mind and avoided, namely, equinus deform- 
ity and internal rotation of the lower fragments and 
foot. The former leads to delay in recovery of nor- 
mal function, while the latter may ruin a result en- 
tirely satisfactory in other respects, and may neces- 
sitate operative correction. 

4. The results of treatment of os calcis fractures 
have been disappointing—so bad in fact that ex- 
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treme views are taken by some surgeons as to how 
they should be managed. On the one hand is simple 
rest in bed with regular active exercises for two or 
three months, no attempt being made to correct the 
deformity; on the other, early operative measures to 
obliterate the subastragaloid and midtarsal joints. 

5. In no fractures have advances in treatment 
produced more dramatic results than in crush frac- 
tures of the vertebral body of the spine. The de- 
formity is now corrected by hyperextension and the 
spine is splinted in a plaster jacket. Exercises for the 
spinal muscles are started within a few days, and are 
performed with ever-increasing vigor throughout the 
whole period that the jacket is worn, usually about 
four months. On removal of the jacket these are 
continued, with variations, till function and power 
are fully restored. Patients treated in this way may 
be out of bed and walking within a few days of the 
accident. 

6. Early diagnosis of carpal scaphoid fractures, 
and early efficient treatment including immobiliza- 
tion for at least eight weeks will give a high propor- 
tion of good results, with union of the fracture and a 
painless wrist. Failing these two essentials, the re- 
sults are often bad. 

Most surgeons believe that manipulation is sel- 
dom useful for restoring movement to stiff joints fol- 
lowing fractures; as a rule they prefer to rely on ac- 
tive exercises and occupational therapy. 

It has been estimated that from a third to a half of 
the cases referred to an orthopedic center for an 
opinion are foot complaints. Experience has shown 
the uselessness of trying to hurry these patients back 
to duty. For many, a few weeks spent in a judicious 
mixture of rest—complete at first—and remedial 
exercises are well worth while, and often result in 
permanent return to full duty. Operative treatment 
for foot troubles in serving soldiers is discouraged. 

Knee complaints cause admittance of large num- 
bers of patients, sometimes segregated in special 
wards. For various reasons, the results of operations 
have not always been as good as one would wish. 
Only approximately 70 per cent could be considered 
satisfactory from six to twelve months after opera- 
tion. STEPHEN A, ZieEMAN, M.D. 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Stevens, N. C.: Functional Vomiting as Interpreted 
by Auscultation of the Abdomen. JN. England 
J. M., 1944, 230: 753. 

Functional postoperative vomiting and periodic 
vomiting are in all probability largely due to spasm 
of the pylorus. So long as the vomiting continues, 
the abdomen remains silent. A few peristaltic sounds 
are sometimes heard at intervals. 

Luminal sodium given hypodermically, in large 
doses, relieves the spasm and almost always stops the 
vomiting. Peristaltic sounds are usually heard 
within half an hour after its first administration. 

SAMUEL Kaun, M.D. 


Hirshfeld, J. W., Pilling, M. A., Buggs, C. W., and 
Abbott, W. E.: Penicillin and Skin Grafting. 
J. Am. M. Ass., 1944, 125: 1017. 


Penicillin administered at the time of skin grafting 
appears to have certain beneficial results: 

It permits early grafting. Split-thickness grafts 
can be successfully applied as soon as the slough has 
separated, without further time-consuming prepara- 
tion of the granulating area. 

It prevents the loss of skin from infection that 
ordinarily occurs in about one-third of the cases in 
which split-thickness grafts are placed on contami- 
nated recipient sites. SAMUEL Kaun, M.D. 


Sheehan, J. E.: Plasma Fixation of Skin Grafts. 
Am. J. Surg., 1944, 64: 74. 


The patient supplies his own plasma and cell ex- 
tract for plasma fixation of skin grafts. As a work- 
ing detail, it is well to mention that this should be 
taken care of at the time of operation. The blood is 
withdrawn by an aspiration needle from the vein 
into a syringe of 10-cc. capacity. To maintain the 
fluidity of the blood under treatment later, 1 mgm. 
of heparin and 1 cc. of Tyrode’s solution are placed 
in the syringe before the aspiration. The contents of 
the syringe are transferred to a centrifuge tube. 
This, balanced by alcohol in equal volume, is cen- 
trifuged by any electrical apparatus for twenty min- 
utes. In the tube there will then be a physical divi- 
sion of the blood—the blood plasma on top, the red 
cells at the bottom, and a thin film of the white cells 
between. The plasma is drawn off with a pipette 
and syringe and inserted in another tube. The film 
of leucocytes in the first tube is scooped off and 
deposited in still another tube, into which there has 
been dropped 1% cc. of Tyrode’s solution, and also a 
few glass beads to facilitate shaking of the contents. 
The tubes containing the plasma and cell extract are 
set in cool water. These resultants are sufficient for 
a full-thickness graft up to 10 by 10 inches. 

In raising the graft, allowance is made for the 
change in the method of application. When it was 
the practice to suture the graft under tension, the 
graft was made to an exact pattern of the defect to 
be covered. It is now made 20 per cent larger than 
the pattern, since it is to be fitted into place without 
such tension. 

When the graft is ready, the recipient area is given 
a light treatment with a sulfonamide, penicillin, or 
gramicidin, as a precaution against the possible 
flare-up of some dormant infection remaining after 
the area has been thoroughly cleansed with warm 
saline solution and dried with sterile gauze. With a 
light camel’s hair brush, the area is then painted with 
the plasma. The plasma must not be spread too 
thickly, as the extra cells remaining in liquid form 
under the graft would tend to vitiate the adhesion 
and so militate against the success of the replace- 
ment. Next, the raw surface of the graft is also 
painted lightly with the cell extract, to which some 
propamadine and/or sulfadiazine may be added. A 
sulfonamide is also given by mouth. When the two 
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surfaces are thus treated, the graft with its leuco- 
cytes is imposed on the defect with its plasma. The 
graft is fixed at the ends of its lower line with Michel 
clamps. As it will have shrunk considerably it must 
be stretched into place. This is best accomplished 
by means of a hand roller. Added pressure with 
cardboard and the hand completes the procedure. 
No dressing or bandage is applied. 

Precautions for protection may be necessary, 
especially if the graft is a large one. A hood with a 
cellophane window may be sufficient. If possible, 
the patient should be segregated in the interest of 
averting secondary infection. It was found advis- 
able, in the case of a patient with a very large graft 
on the leg, to provide a hood under the bedclothes, 
to keep the legs apart by means of a rod attached at 
the ankles, and to restrict the scope of motion of 
the hands. Louis T. Byars, M.D. 


McCarroll, H. R.: Immediate Application of Free 
Full-Thickness Skin Graft for Traumatic Am- 
— of the Finger. J. Bone Surg., 1944, 26: 
489. 

The increasing incidence of traumatic amputa- 
tion of the finger, particularly among industrial 
personnel, is responsible for the increasing role which 
this injury now plays in the field of traumatic sur- 
gery. A series of 45 consecutive cases is presented, 
in which the amputation occurred through the distal 
phalanx. All cases were treated with the immediate 
application of a free full-thickness skin graft as 
described by Reed and Harcourt in 1939. This 
method is favored because no additional sacrifice of 
valuable finger length is necessary, and the finger 
tip is provided with an excellent soft tissue pad 
which undergoes little or no scarring, prevents sen- 
sitivity in the tip, and assumes a well rounded con- 
tour. Furthermore, the period of disability is reduced 
to a minimum, for the immediate dressing is small 
enough to permit the patient to return to work im- 
mediately. The improved function, appearance, and 
preservation of finger length afford a lower disability 
rating and thus a saving for the employer. 

The technique utilizes a full-thickness graft of the 
required size taken from the volar surface of the 
corresponding forearm under local anesthesia. Any 
necessary débridement of the finger tip is done to 
ensure a smooth bed for reception of the graft, 
which is then applied and anchored in place under 
slight tension with interrupted sutures of fine silk 
or horsehair. The edge of the graft is approximated 
accurately to the edge of the skin without overlap. 
No attempt is made to pull subcutaneous tissue over 
the bone. Of utmost importance is the initial ap- 
plication and maintenance, during the first few days, 
of a firm, snug pressure dressing. This is changed on 
the sixth day, when some of the sutures are removed; 
the remaining sutures are left until the next dressing 
three days later. The pressure dressing is replaced 
and changed at intervals until the graft is well 
healed—a period of approximately three weeks. A 
lighter protective dressing is then worn until the 


graft becomes toughened, usually after a period of 
five or six weeks. 

Forty-three of 45 cases treated by this method 
have shown complete “takes” of the grafts, each 
case having healed with a smooth, rounded, soft, 
nonadherent, nonsensitive tip. In each case the 
patient was able to return to his former occupation. 
In the 2 remaining cases, part of the graft was lost 
and healing occurred with some scarring over the 
finger tip, but in neither case was sensitivity suffi- 
cient for the patient to elect a secondary amputation. 

The author believes that immediate application 
of free full-thickness skin grafts should be consid- 
ered the procedure of first choice in the correct man- 
agement of traumatic amputation of the finger. 

JoserH J. McDona.p, M.D. 


Ghormley, R. K., and Lipscomb, P. R.: The Use of 
Untubed Pedicled Grafts in the Repair of Deep 
Defects of the Foot and Ankle. J. Bone Surg., 
1944, 26: 483. 

Experience has shown that split-skin grafts and 
full-thickness grafts often fail to correct defects from 
chronic ulcers or deep adherent scars of the lower 
extremities, especially if the lesion happens to be 
situated over a weight-bearing surface, over a bony 
prominence, or over one of the large tendons. A 
surgical procedure is presented in which untubed 
pedicled grafts are used in the repair of deep defects, 
especially of the foot and ankle. 

The procedure is divided into seven stages. In the 
first stage, after careful planning of the graft, a flap 
is elevated and then sutured in its original position 
as shown in Figure 1. The second stage is identical 
with the first and is done ten days after completion of 
the first stage. Again at ten-day intervals, the third 
and fourth stages are carried out. In the third stage 
a split graft is sutured under the flap, and the flap 
is sutured in its original position. In the fourth 
stage the distal end of the flap is cut halfway across 
and is then sutured. Three or four days later the 
fifth stage is performed, at which time the distal end 
of the flap is severed and the graft is sutured to the 
prepared bed on the opposite extremity, as shown in 
Figure 3. The importance of avoiding tension, pres- 
sure, or kinking of the graft is stressed. 

In the sixth stage, three weeks after completion 
of the fifth stage, the proximal end of the pedicle is 
cut halfway across and is then sutured in its original 
position. Three or four days later, as the final stage, 
the pedicle is severed completely and the remaining 
portion of the graft is sutured in its new position. 
Powdered sulfathiazole or sulfanilamide is placed in 
the wound in each stage. Local anesthesia is em- 
ployed for the fourth and sixth stages, but intra- 
venous administration of sodium pentothal is rec- 
ommended for the other stages. 

The patient is permitted to walk on crutches in 
about three weeks after completion of the operation, 
and weight bearing is then begun gradually. 

The authors have performed the operation in 44 
cases, during a period of nine years. In 4 additional 
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1# stage ( end s‘a9e,) 


same as 


Fig. 1. First and second stages of the operation. A flap is 
elevated and then sutured in its original position, The first 
and second stages of the operation are identical. 


cases operation was started, but had to be aban- 
doned after the first or second stage because of 
hemorrhage or necrosis. In 4 of the 44 cases the 
patients had bilateral defects and the operation was 
performed for the correction of each of these de- 
fects. In 18 of the cases, free grafts applied pre- 
viously had failed. The average time required to 
complete the procedure was eighty-three and seven- 
tenths days for each graft. 

In the 44 cases in which the procedure was com- 
pleted, the results were classified as good in 33, 
fair in 4, and poor in 7 cases. Poor or fair results 
were usually due to sloughing of part of the pedicle 
in cases of infection or inadequate circulation. The 
authors believe that proper selection of cases for 
this operation can be made after one has had some 





5® stage 


Fig. 3. Fifth stage. The distal end of the flap is severed 
and the graft is sutured to the prepared bed. 

Fig. 4. Sixth and seventh stages of the operation. In the 
sixth stage, the proximal end of the pedicle is cut halfway 





3rd stage 


4% stage 
Pedicle cut half way 


Fig. 2. Third and fourth stages of the operation. In the 
third stage, a split graft is sutured under the flap, and the 
flap is sutured in its original position. In the fourth stage, 
the gs end of the flap is cut halfway across and then is 
sutured, 


experience with the procedure, and that most of the 
complications which can arise often may be avoided 
if they are anticipated. 

JoserH J. McDonatp, M.D. 


Mohs, F. E.: Chemosurgical Treatment of Cancer 
of the Lip; A Microscopically Controlled 
Method of Excision. Arch. Surg., 1944, 48: 478. 


The chemosurgical method of treatment of cancer 
of the lip was devised to provide a microscopically 
controlled means for the excision of various accessi- 
ble forms of cancer. The method entails chemical 
fixation of the suspected tissues im situ, and subse- 
quent systematic excision and microscopic examina- 
tion of the fixed tissues. This process of fixation, ex- 
cision, and microscopic examination is repeated until 





6* stage 
Pedicle cut half way 


7? stage 


across, and then is sutured in its original position. In the 
seventh stage, the proximal end of the pedicle is severed 
completely, and the remaining portion of the graft is su- 
tured in its new position. 
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Fig. 1. Example of dressing used for a large cancer of 


the lip. 


a microscopically cancer-free surface is reached. The 
technique is described in detail. 

The microscopic control of the excision accounts 
for the reliability and conservatism of the method. 
The reliability is indicated by the unusually high 
proportion of successful results: after six months, 
g1.5 per cent of 164 cases; after three years, 89 per 
cent of 73 cases; and after five years, 87.5 per cent of 
32 cases. The conservatism of the method allows 
preservation of a maximum amount of uninvolved 
lip tissue, with consequent excellent cosmetic 
results. 

It is an efficient treatment for carcinoma of the 
upper lip, for basal-cell carcinoma, for various benign 
neoplasms, and for precancerous lesions of the lip. 
Firmly fixed submaxillary nodes constitute the only 


metastatic lesions for which chemosurgical treat- 
ment is indicated. SAMUEL Kaun, M.D. 


Co Tui, Wright, A. M., Mulholland, J. H., Barcham 
I., and Breed, E. S.: The Nutritional Care of 
ggg of Extensive Burns. Ann. Surg., 1944, 119: 

IS. 

It appears that cases of burns of any appreciable 
extent of body surface tend to develop a state of 
malnutrition. When it is considered how many 
causes of nitrogen loss are present in burns, this 
poor nutritional status is understandable. There 
are at least four, perhaps five, types of loss: (1) the 
intratissue loss into the burned areas, which may or 
may not be recoverable by the body; (2) the loss 
occurring in the exudate; (3) the loss as a result of 
hemoglobinuria; (4) the loss as a result of poor 
caloric and nitrogen intake consequent to anorexia; 
and (5) the possible loss due to a “antianabolic 
period” as a result of altered hormonal physiology. 

The authors’ work deals with the nutritional care 
of 3 cases of thermal third-degree burns of 10, 30, 
and 50 per cent of the body surface, respectively. 
The administration of high caloric and high nitrogen 
substances in the form of dextrimaltose and amino 
acids (amigen) per os sufficed to maintain nutrition. 
The nitrogen balance was followed up for a varying 
period of time throughout convalescence, and the 
plasma proteins and body weight were determined 
periodically. 

In order to feed a patient enough meat to equal the 
nitrogen intake required by one of the cases, 2 kgm. 
per day would be required, an impossible amount. 
To give this amount of proteins in the form of plasma 
transfusions would require 23 units of plasma daily. 
The amigen corresponding to this nitrogen intake 
costs about $3.00. The corresponding amount of 
meat would cost at least four times as much, while 


First Excision 
Cancer grossly visible 


Second Excision 
-~-Cancer. grossly invisible 


Third Excision 


Fig. 2. Diagram"illustrating the chemosurgical technique: A (front view), can- 
cer of the lower lip, indicated by stippled area, with outgrowths a, b, c, and d. 
After daily chemical fixation of the tissues in situ, excisions are carried out at the 
four levels indicated. After the first excision the cancer (in this example) is grossly 
visible, but after the second excision the cancerous tissue cannot be recognized 
grossly. Therefore, the second excised layer is divided into specimens and mapped 
as shown in B (top view). Frozen sections cut through the under surface of the 
specimens reveal cancer in areas a, b, c, and d, corresponding to the downgrowths 
in A. Only the cancerous areas are again fixed and excised, and the process is 
repeated until a cancer-free plane is reached. 
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the cost of a corresponding amount of plasma would 
be prohibitive. 

For this reason, preparations such as amigen, 
which were used in the 3 reported cases, appear to be 
the solution to the problem of nutritional care in 
severe cases of protein loss. The rather logical way 
in which the dosages of amino acids corresponded to 
the extent of the burned areas raises the hope that 
it might be possible to work out a practical formula 
of aminoacid feeding for burns of different extent. 

There seemed to be a mathematical relationship 
between the extent of the surface burned and the 
amount of nitrogen required to maintain nutrition. 
Transfusions were reduced to a minimum. 

Theoretically, it is to be expected that in patients 
undergoing severe protein loss with protein syn- 
thesis barely keeping up with the loss, the opening 
up of new areas of the skin surface, with resulting 
increase in exudation and bleeding, would readily 
lead to the development of shock. If this explana- 
tion is correct, then patients in this condition should 
not be subjected to skin grafting unless the protein 
nutrition has been improved and measures for the 
therapy of shock are at hand. The increase of the 
exudative surface would be at the highest point dur- 
ing the first two days before the graft has taken. 
Even after that, if all the graft has taken, the con- 
traction of the graft would prevent its compensating 
for the exudation from the new donor areas in the 
early stage. ' JoserH K. Narat, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Koch, S. L.: Surgical Cleanliness, Compression, 
and Rest as Primary Surgical Principles in the 
Treatment of Burns. J. Am. M. Ass., 1944, 
125: 612. 


The logical treatment of burns is based on,3 simple 
premises: 

1. A burn is essentially an open wound involving 
the superficial tissues and is subject to the same seri- 
ous complications—infection and hemorrhage. 

2. Both infection and hemorrhage can be pre- 
vented by well directed treatment at the very outset. 
The essential features of such treatment are surgical 
cleanliness, compression of the injured surfaces to 
prevent fluid loss, and rest. If infection and hemor- 
rhage are not prevented, control of either or both can 
become exceedingly difficult. 

3. If the injury has resulted in complete loss of 
covering tissues, replacement at the earliest possible 
moment is most certain to result in prompt healing, 
with maximum retention of function. 

SAMUEL Kaun, M.D. 


Murray, C. K., and Shaar, C. M.: Red-Blood-Cell 
Paste in the Treatment of Ulcers and Chroni- 
cally Infected Wounds. J. Am. M. Ass., 1944, 
125: 779. 

Red blood cells, which are an important by- 
product of plasma production, have been adminis- 


tered with uniform success as red-cell infusions to 
663 patients suffering from anemia. The authors 
have now used a red-blood-cell paste in the treat- 
ment of ulcers.A sterile paste composed of concen- 
trated red blood cells, tragacanth, and hexylresor- 
cinol was formulated. The method of preparation 
of the paste is as follows: 

After the plasma is removed, the aspirating needle 
is plunged to the bottom of the red-blood-cell pack 
and 250 cc. of fresh type-O cells are drawn over by 
means of a vacuum into a sterile 300 cc. dispensing 
bottle. Seventy-five cubic centimeters of 1:1,000 
hexylresorcinol solution is placed in a sterile, pyrex 
glass beaker. Powdered tragacanth (2.5 gm.) is 
dusted on the surface, a sterile covering applied, and 
the mixture is kept in the beaker for several hours, 
until a gelatinous mass forms. This is sterilized by 
heating in a water bath for twenty minutes at 100°C. 
On cooling it is removed from the beaker with a ster- 
ile spatula and 25 gm. are introduced into the 300-cc. 
bottle containing 250 cc. of the sterile red-cell con- 
centrate. After thorough mixing by agitation, the 
paste is stored at from 2° to 5°C. while not being 
used. An analysis of the composition of the paste 
reveals from 8 to 10 million erythrocytes and from 
2 to 3 thousand leucocytes per cubic millimeter. The 
hemoglobin content varies from 28 to 31 gm. per 
hundred cubic centimeters. 

The wound is cleansed with isotonic solution of 
sodium chloride and dry gauze. The paste is then 
applied with sterile cotton applicators. Superficial 
wounds and burns are treated by applying a thin 
film of paste which is allowed to dry before being cov- 
ered with a sterile dry dressing. Should infection 
develop, the wound is cleansed with isotonic solution 
of sodium chloride and a second application of paste 
applied. A sterile scab soon develops under which 
epithelization takes place. In deep granulating 
wounds the paste is applied freely and in relatively 
large quantities, after which the wound is covered 
with a sterile dry dressing. The discharge decreases 
and the granulations assume a healthy appearance. 
After the granulations grow to the surface of the 
wound, a crust forms beneath which epithelium ex- 
tends. The wounds are dressed once or twice daily 
according to their condition and progress. 

Sixty-six patients have been beneficially treated 
with human red-blood-cell paste and dried red 
blood cells. Four cases did not respond. Of 10 cases 
of varicose ulcers, the duration of which was from six 
weeks to three years, only 1 failed to heal. Two 
cases of refractory ischemic ulcers healed. Failure 
occurred in only 1 of 3 cases of decubitus ulcer which 
had shown no progress with other methods of treat- 
ment. An excellent result was obtained in a case of 
thromboangiitis obliterans with ulceration. A dra- 
matic result was obtained in 1 of 2 cases of old in- 
fected burns. Other cases treated were open lesions 
of traumatic wounds with loss of substance in which 
the circulation was not impaired but healing was not 
progressing favorably. These cases healed satisfac- 
torily and quickly with red-blood-cell paste. 
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The most plausible theory of the mode of action of 
the red-blood-cell paste is that required nutritional 
elements or proteins are supplied to tissue which may 
be deficient in these substances because of inade- 
quate circulation. The red blood cells appear to be 
absorbed to a certain degree by the tissue until the 
granulations reach the surface and a crust forms. 
This crust of red blood cells apparently serves the 
function of protection, nourishment, and as a scaf- 
folding for the support of the connective tissue. The 
new epithelium forms underneath the crust and 
when the latter drops off the surface is completely 
covered. Harotp C. Ocusner, M.D. 


Raven, R. W.: Proflavine Powder in Wounds. Lan- 
cet, Lond., 1944, 247: 73. 


Proflavine (2:8 diaminoacridine sulfate) was used 
in the local treatment of battle wounds. Proflavine 
was used both in the form of a solution (1:1000) and 
in powder form in packets holding 0.5 gm. The 
wound is first mopped with the proflavine solution 
and then frosted with the powder. Suppurative 
wounds, from which were cultured the staphylococ- 
cus aureus, escherichia coli, bacillus proteus, staphy- 
lococcus albus, hemolytic streptococcus, or bacillus 
pyocaneus, disappeared after application of pro- 
flavine. 

Burns, compound comminuted fractures, and sup- 
purating joint lesions were treated locally by this 
method with very satisfactory results. Proflavine 
has also been used in combination with sulfanilamide 
and ascorbic acid, especially for cellulitis and large 
chronic leg ulcers. Benjamin G. P. Suarirorr, M.D. 


Zintel, H. A.: The Effect of Locally Implanted 
Sulfonamides in Wound Healing. Ann. Surg., 
1944, 19: 949. 

The local use of sulfonamides has become so popu- 
lar that many surgeons not only use it in cases that 
are likely to become infected, but they use it rou- 
tinely in all of their operative wounds. When an 
agent is used routinely in all operative procedures, it 
is the surgeon’s duty to be absolutely certain that the 
agent employed does not do more harm than good. 
One way in which the local use of sulfonamides might 
do harm is by interference with wound healing. 

Opinions differ as to the effect of sulfanilamide and 
sulfathiazole on wound healing. Considering the 
apparent conflicting reports, the author decided to 
repeat the experiments using sulfanilamide and sul- 
fathiazole locally in uninfected wounds in rats. In 
such wounds not only the clinical course but also the 
tensile strength and the histological structure can be 
studied through the entire period of wound healing. 
Measurement of tensile strength and microscopic 
studies during the period of wound healing offer a 
more direct method of evaluating the degree of 
wound healing. Both the microcrystalline and the 
macrocrystalline forms of sulfathiazole were used. 
The amount of sulfonamide deposited in the wound 
was equivalent to 1 gm. for each 10 sq. in. of wound 
surface. 
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No significant difference was noted histologically 
between the sulfonamide-treated wounds and the 
control wounds. Evidence of slight infection was 
found with equal frequency in both the experimental 
and the control animals. The reaction around the 
remaining fragments of catgut did not vary from one 
group to the other. Microscopically, no significant 
difference was noted in the incidence or degree of 
infection, in the reaction to catgut, in the extent of 
fibroplasia, or in the degree of epithelization of the 
wounds. 

A possible explanation of the facts that sulfa- 
thiazole inhibits wound healing when applied lo- 
cally, and that sulfanilamide does not significantly 
inhibit wound healing, lies in the difference of solu- 
bility of thesetwosubstances. Bothhave beenshown 
to be toxic to human cells in tissue cultures. Sulfan- 
ilamide, being the more soluble of the sulfonamides 
tested, disappears from wounds quite rapidly. Sul- 
fathiazole being less soluble, remains in wounds 
longer, and therefore exerts its toxic action and 
causes a foreign-body reaction for a longer period of 
time. This period is apparently prolonged enough to 
delay healing of the normal wound. The micro- 
crystalline form of sulfathiazole is more readily sol- 
uble than the ordinary macrocrystalline sulfathia- 
zole by reason of its greater surface area. Apparently 
the “toxic” action following the implantation of 
microcrystalline sulfathiazole is sufficiently pro- 
longed to interfere with the tensile strength of heal- 
ing wounds on the eighth postoperative day, but not 
sufficiently prolonged to interfere with wound heal- 
ing at the end of twelve days. The detrimental 


effect of macrocrystalline sulfathiazole is still appar- 


ent at the end of twelve days, which suggests that 
the microcrystalline form of sulfathiazole is better 
tolerated than the macrocrystalline form. The re- 
sults would indicate that sulfathiazole should not be 
implanted into operative wounds if the maximal 
amount of healing is desired. . 
JosepH K. Narat, M.D. 


Dingwall, J. A., III: Synergistic Mixture of Azo- 
chloramid, Urea, and Sulfanilamide. Experi- 
mental and Clinical Study. Am. J. Surg., 1944, 
64: 323. 

Sulfonamides act directly on bacteria by inhibiting 
their growth. For this reason, and also because the 
cellular defense—phagocytosis—is known to partici- 
pate actively in the cleansing of wound infections, 
the topical application of sulfonamides seems to be 
justified. The results obtained from the use of sul- 
fonamides in the prevention of wound infection have 
been very good. The effects observed when grossly 
infected wounds were treated with sulfonamides 
were not as favorable, and this is usually attributed 
to the presence of large amounts of sulfonamide in- 
hibitors in wounds containing pus and tissue debris. 

It has been found previously that the addition of 
small amounts of azochloramid, which alone failed to 
prevent the growth of bacillus coli, to a solution of 
sulfanilamide, which alone also was ineffective in in- 
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hibiting the growth of bacteria, resulted in a mixture 
which prevented bacterial growth completely. It 
has also been established that, in synthetic media, 
from 1.25 to 1.75 per cent urea enhances the action 
of sulfonamides considerably, and that organisms 
resistant to sulfonamide become sensitive to this 
drug in the presence of urea. Another interesting 
finding is the enhancing effect that increase of the 
hydrogen-ion concentration has on the antibacterial 
action of the sulfonamides. 

In view of these findings, a preparation in which 
sulfonamide was combined with a small amount of 
azochloramid, urea, and a buffer mixture, was tested 
experimentally and clinically. The product tested 
was prepared in the form of a stable powder suitable 
for application to wounds, which had a particle size 
of between 40 and 80 mesh. The preparation was 
composed of: 9.5 per cent urea, 5.0 per cent disodium 
phosphate, 75 per cent sulfanilamide, 10 per cent 
calcium carbonate, 0.1 per cent azochloramid, o.2 


per cent granulating agent, and o.2 per cent sodium 
tetradecy] sulfate. 

Since no untoward effects attributable to this mix- 
ture were observed when it was used on fresh wounds 
and on sensitive mucous membranes experimentally, 
the mixture was used in 25 cases as the only form of 
definitive therapy. The lesions were generally of the 
chronic type of infected wounds, which often require 
clinic treatment for long periods. 

The wounds thus treated cleaned up quickly. 
Healthy granulations were obtained in a shorter 
period of time than in cases in which occasional daki- 
nization, bland ointment, or pure sulfonamide was 
used. The interval between clinic visits was longer 
and the number of visits fewer. There was no evi- 
dence of tissue injury, nor was there caking of the 
powder in the wounds. No subjective complaints 
were recorded. From the results obtained, it is ap- 
parent that the preparation has definite merits. 

SaMUEL Kaun, M.D. 
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Renshaw, R. J. F.:, Correlation of Roentgenological 
and Gastroscopic Examinations; From the 
Standpoint of the Gastroenterologist. Am. J. 
Roentg., 1944, 51: 585. 

About ten years ago, the flexible gastroscope was 
introduced to the medical profession. A review of 
938 examinations on 842 patients was the basis for 
the present report. 

In 217, or 25.6 per cent, of the patients gastros- 
copy was found to be of major value as compared to 
the roentgenographic method of examination; that 
is, it was helpful in definitive or positive new diagno- 
sis. In 150, or 17.7 per cent of the patients, the 
diagnosis was made by gastroscopy when the roent- 
gen examination was negative. Most of these were 
cases of chronic gastritis. In 67 patients (7.9 per 
cent) a major negative diagnosis was made when the 
x-ray findings were suggestive of a lesion. 

In 55.4 per cent, gastroscopy served as confirma- 
tory evidence of an organic lesion; and in 19 per cent 
(160 cases), it was of no value. This was due to the 
fact that there are areas which are not visible by 
means of gastroscopy; then too, anatomical diffi- 
culties such as esophageal spasm and angulation of 
the esophagus may prevent complete visualization of 
the stomach. A wrong diagnosis was made in 13 
cases. 

The use of the gastroscope and reasons for its 
limitations are discussed technically. Areas that 
cannot be seen are called “blind areas.” These are: 
the tip end of the instrument, extending over the 
greater curvatures, the lower anterior and posterior 
walls opposite the incisura angularis, the posterior 
wall of the body next to the instrument, the fornix, 
and upper portion of the lesser curvature. Partially 
blind areas are: the pylorus, the lesser curvature of 
the antrum, and the posterior wall of the body. Of 
the 938 examinations, 476, or 50.6 per cent, were 
incomplete. The pylorus or lesser curvature of the 
antrum was not seen in 476, or 79.4 per cent of the 
cases. The other blind areas were almost equally 
divided among the remaining 20.6 per cent of the 
cases. The author is of the opinion that, as in the 
gastrointestinal series, repeated progress gastros- 
copies are indicated. 

One hundred and seventy cases in which the 
roentgen and gastroscopic diagnoses could be com- 
pared were selected. In 109 cases (64.1 per cent) the 
roentgen and gastroscopic diagnoses were correct. 
In 15 cases the roentgen diagnosis was correct and 
the gastroscopic diagnosis was not. In 23 cases the 
gastroscopic diagnosis was correct, and in 23 cases 
both the roentgen and gastroscopic*diagnoses were 
either incorrect or indeterminate. The authors be- 
lieve both methods to be complementary; but in 
those instances in which the roentgenographic and 


gastroscopic examinations are not in agreement, re- 
peated progress examinations should be done until a 
correct diagnosis can be made. 

Mavrice D. Sacus, M.D. 


Thwaites Lastra, E.,and MacLean, J.: Visualization 
of the Placenta by the Soft-Tissue Method 
(Visualizacion de la placenta por el metodo de los 
tejidos blandos). Obst. gin. lat. amer., B. Air., 1944, 
2: 205. 

Direct placentography is one of the most useful 
advances in modern obstetrics; it has been used in 
the United States since 1934. The authors have used 
it for the past year. It consists of looking for details 
in the soft tissues just as they are looked for in bones 
in the ordinary roentgenogram. A roentgenogram 
and diagram of visualization of the placenta by this 
method are given. Details of the appearance of the 
abdominal wall, the uterine wall, and the fetal parts 
are given. The method requires high milliamperage- 
seconds, as low voltage as possible, and good pene- 
tration. The roentgenogram is taken at 1 meter dis- 
tance with the patient in lateral decubitus. One of 
the authors (MacLean) devised the plan of fixing a 
wire with adhesive plaster along the most prominent 
part of the abdomen from the xiphoid process to the 
pubis. With this technique the wall of the uterus is 
seen as a gray shadow 1 cm. wide, while the placenta 
appears as a fusiform thickening of the wall of the 
uterus, measuring sometimes as much as 7 cm. at its 
broadest part. If the placenta is inserted laterally, 
which ‘is very rare, it cannot be seen. Torpin’s in- 
genious device has shown that it is almost always 
inserted on the anterior or posterior wall. The accu- 
racy of this finding can be verified by cesarean sec- 
tion, vaginal examination before or after labor, or by 
examination of the fetal membranes by Torpin’s 
method. 

Fifteen films were obtained, including 2 breech 
presentations and 2 premature fetuses of seven 
months. The placenta was inserted in 7 cases on the 
anterior wall of the uterus and in 8 cases on the 
posterior wall, always near the fundus. This was 
verified by examination of the amniotic sac. 

The chief indication for the use of this method is in 
the hemorrhages of the last third of pregnancy. If 
the placenta does not appear on the film it means 
either a lateral insertion, which is rare, or an occlu- 
sive placenta previa. In the latter case cystography 
may be done. The absence of the placenta from its 
usual place, or its top’s emerging from the pelvis de- 
notes placenta previa. Auprey G. Morcan, M.D. 


Cutler, M.: Concentration Method of Radiother- 
apy for Cancer of the Mouth, Pharynx and 
Larynx. Am. J. Roentg., 1944, 51: 739. 

Two hundred and ninety patients with cancer of 
the mouth, the pharynx, and the larynx were treated 
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at the Chicago Tumor Institute and the Hines Vet- 
erans’ Hospital during the period from April, 1938 to 
April, 1943. These cases were classified as follows: 
cancer of the pharynx and larynx, 116 cases; cancer 
of the mouth, 116 cases; cancer of the tongue, 38 
cases; and cancer of the accessory and nasal sinuses, 
20 cases. 

After numerous variations in the technique of ex- 
ternal irradiation had been tested, 5 methods were 
selected as being the most effective, each method 
having a definite indication in a certain type of le- 
sion, as follows: e 

1. Telecurietherapy, with twelve treatment days, 
single constant portal, 120,000 mgm.-hr. dose, used 
in unilateral, or mainly unilateral, cancer of the 
alveolar ridge and floor of the mouth. 

2. Roentgen therapy, with twelve treatment days, 
2 constant portals, 8,400 roentgens, used in cancer of 
the soft and hard palates. 

3. Roentgen therapy, with eleven treatment days, 
single diminishing portal, 5,400 roentgens, used in 
intrinsic carcinoma of the larynx affecting the true 
and false cords when radiation therapy is decided 
upon. 

4. Roentgen therapy (interrupted method), with 
ten treatment days, 2 fields, diminishing portals, 
7,700 roentgens, used in more advanced intrinsic 
carcinoma of the larynx in which a therapeutic test 
is desired. 

5. Roentgen therapy, with eighteen treatment 
days, single diminishing portal, 6,500 roentgens, used 
in extrinsic carcinoma of the larynx (pyriform fossa, 
aryepiglottic fold and epiglottis). 

Typical cases are included in brief résumés to illus- 
trate each of the methods, and the characteristic 
features are discussed. 

The basis of the concentration method of irradia- 
tion is the administration of large daily doses over a 
comparatively short period of time (from ten to 
eighteen days). The total dose represents the maxi- 
mum amount of irradiation that can be given. The 
gradual increase of the daily dose and the diminution 
of the size of the field constitute added advantages. 
In the interrupted method of treatment, two or three 
cycles of irradiation are given with intervals of vari- 
ous length between them. In certain borderline cases 
this permits an evaluation of the radiosensitivity of 
the tumor and the planning of further treatment ac- 
cordingly. If the response to the first cycle is ade- 
quate (usually at the end of twenty-one days), a 


second cycle of irradiation is undertaken; otherwise a 


laryngectomy is performed. 

The results obtained in the 290 cases are tabularly 
arranged. 

It was found that the concentration method of 
radiotherapy, either with roentgen rays or radium, 
resulted in the eradication of the more radioresistant 
carcinomas of the mouth, pharynx, and larynx which 
had failed to respond to the fractionated, protracted 
method of external irradiation. The initial disap- 
pearance and apparent cures have been observed in a 
group of intrinsic squamous carcinomas of the larynx 


which are generally regarded as radioresistant, and 
for which surgery is usually claimed to be the only 
effective method of treatment. Because of this, the 
surgical attitude toward the treatment of some forms 
of intrinsic cancer of the larynx must be altered. 

T. Leucotta, M.D. 


Douglas, S. J.: Cancer of the Lip. Brit. J. Radiol., 
1944, 17: 185. 

Seventy-one patients (7o males and 1 female) 
with carcinoma of the lower lip were treated during 
the year of 1939. The majority of the patients were 
outdoor laborers. Their average age was sixty-two 
years, and the average duration of their symptoms 
was eight months. 

The etiology of cancer of the lip is believed to be 
(1) repeated trauma to the lip caused by sharp 
stumps of teeth, along with oral sepsis; (2) chronic 
pipe smoking, and (3) exposure to the elements. 
Leucoplakia and keratosis are commonly found as 
precursors in carcinoma of the lip. In these cases, 
syphilis and tuberculosis should be ruled out. The 
author has seen carcinoma develop as the result of 
a single injury with hot tar. 

The tumors may be divided into three stages. In 
stage 1, the lesion is less than 1.5 cm.; in stage 2 it is 
greater than 1.5 cm., but it is not fixed to, nor does 
it involve, the adjacent structures; and in stage 3, 
the adjacent structures are involved. In 10 of the 
author’s 71 cases the disease was in stage 1; in 44 
cases, in stage 2; and in 17 cases, in stage 3. 

The treatment of choice in 46 cases was contact 
radiation therapy. In 27 of these (38 per cent), 
swollen glands were felt at the initial examination; in 
9, the nodes disappeared after treatment and it was 
thought that they had been of inflammatory origin; 
and in 7, palpable lymph nodes developed during 
the treatment. Of the 46 patients in whom contact 
radiation therapy was used, 37 were living and well 
after a period of three years. 

Radium element was used in cases in which the 
lesion was too large or indurated for contact therapy. 
The tumor dose was 7,000 roentgens, given in a 
period of seven days; 16 patients were treated in this 
manner. Of these, 6 were living and well three 
years later. 

Several methods were used in treating the lesions. 
The single-field method was used in 21 cases and all 
of the patients are living and well after three years. 
Ten daily treatments of 800 roentgens per treatment 
were given for a total dose of 8,000 roentgens. Six 
early lesions were given a single dose of 4,000 roent- 
gens. Large lesions were given 800 roentgens daily 
per port, or a total dose of 4,000 roentgens to each 
field. In flat lesions involving the vermilion border, 
two oval fields were used and 6,000 roentgens were 
given to each field. 

Cervical lymphadenopathy was best treated by 
surgical removal. If the lymph nodes are fixed, then 
local radium or external radiation therapy should 
be used. Of 34 patients with cervical involvement, 
18 (53 per cent) were alive and well after three years. 
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The author believes that a careful follow-up 
should be maintained, and that more instruction 
should be given to medical! students in regard to the 
diagnosis and treatment of the disease. 

Mavrice D. Sacus, M.D. 


Buschke, F., and Cantril, S. T.: Supervoltage 
Roentgen Therapy of Esophageal Carcinoma. 
Radiology, 1944, 42: 480. 


Carcinoma of the upper third of the esophagus 
responds to radiation therapy the same as do the 
hypopharyngeal tumors. ‘‘Curability” is about 20 
per cent. 

The best method of treatment of thoracic eso- 
phageal carcinoma remains a problem. The surgical 
mortality renders the operative procedure prohib- 
itive; local application of radium has been aban- 
doned as unsatisfactory. 

Results with 200-kv. roentgen therapy have been 
uniform enough in their palliative effect to warrant 
further use of this procedure. In 50 per cent of the 
cases treated, the tumor responded to irradiation 
sufficiently so that the obstruction was overcome 
and gastrostomy was avoided. The patients usually 
died of aspiration pneumonia caused by mediastinal 
complications. When 200-kv. therapy is used it is 
necessary to utilize from 5 to 6 fields. A daily alter- 
nating dose of from 300 to 350 roentgens is admin- 
istered to each field, with a tumor dose of from 
5,000 to 6,000 roentgens, delivered in from thirty 
to forty days. It is not always possible to obtain 
this dosage. Although the tumors are not highly 
radiosensitive, they respond like carcinomas of the 
cervix in that the degree of curability is high in 
those cases that do respond. 

In 1939 the authors began to treat esophageal 
carcinomas with the 800-kv. apparatus. Ten pa- 
tients were treated in the interim. Four of these were 
refused treatment because of demonstrable metas- 
tases, or poor general condition. In 1 case therapy 
was discontinued because the patient’s condition was 
getting worse rapidly. Of the 5 patients treated 
with an adequate tumor dose, 1 was symptom-free 
after three and one-half years; 1 had a recurrent 
stenosis with probable liver metastases after two 
years; 1 died eleven months later of local recurrence 
and liver metastases; 1 died in three months, from 
lung abscess; and 1 died in four months from ex- 
tensive liver metastases. 

The authors realize that the series of cases is small 
and not to be considered with any series of cases 
treated with 200-kv. radiation. However, they be- 
lieve that with the use of supervoltage therapy the 
number of ‘‘cures” will increase. In their opinion 
the tumors are radiosensitive. When 200-kv. radia- 
tion is used, it is impossible to give the tumor a 
cancericidal dose, and all that can be expected is 
palliation. Patients tolerate supervoltage therapy 
better than 200-kv. radiation; this may be due to the 
improved quality of the rays, reduced field size, and 
more accurate aiming of the rays. Gastrostomy is to 
be avoided because of its psychological effect, risk of 
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operation, skin irritation, and inability of the skin in 
this area to tolerate higher dosages. 
Maurice D. Sacus, M.D. 


McCormick, N. A.: Cancer of the Rectum. Radiol- 
08%, 1944, 42: 531. 

From 1928 to 1935, 11 patients were admitted 
to the Metropolitan Hospital, Windsor, Ontario, 
with a diagnosis of cancer of the rectum. In only 1 
case was the growth resected. In a period of eight 
years following the establishment of a cancer clinic 
in @he same hospital, 87 patients with cancer of the 
rectum were admitted, and 83 were treated for this 
condition. The incidence was higher in males than 
in females in the proportion of 3 to 2. The ages of 
the patients ranged from thirty-four to ninety years 
and the average age was 60. Diarrhea was the most 
commonly noted first symptom, but bleeding, con- 
stipation, pain, discharge of mucous, tenesmus, 
cramps, piles, and pruritus were also given as the 
first symptom in the listed order of frequency. The 
average duration of the first symptom prior to con- 
sultation with a physician was seven and one-half 
months. The average duration from the time of on- 
set to the time of admission to the hospital was ten 
months, and at this time 85 per cent of the patients 
experienced bleeding, 50 per cent had diarrhea, and 
59 per cent had tenesmus. In go per cent of this 
series, the growth was palpable to the examining 
finger. The importance of sigmoidoscopy is empha- 
sized; all but 1 or 2 of the tumors in this series were 
readily demonstrated by this means, which permits 
the performance of biopsy. 

The palliative treatment of choice is 200 kv. roent- 
gen irradiation administered at 50 cm. distance 
through ro by 15 cm. anterior and posterior portals 
with a minimum filtration of 1 mm. of copper and 3 
mm. of aluminum; 200 roentgens measured in air, 
are given daily for a total dosage of about 2,000 
roentgens to each of two portals. Sixty-eight pa- 
tients were irradiated and 70 per cent of these were 
definitely benefited. Of the patients treated solely 
by irradiation, 58 per cent did not require a colos- 
tomy. 

Treatment of rectal cancer for cure is essentially a 
surgical procedure, but the author believes that pre- 
operative x-ray therapy should be given. Irradia- 
tion lessens bleeding, tenesmus, and pain. The 
growth is diminished in size. Infection is reduced 
and the possibility of operative dissemination is less- 
ened. The technique of preoperative roentgen irra- 
diation has been the same as that for palliative treat- 
ment. The earlier patients received doses ranging 
from 3,800 to 7,000 roentgens and operation was de- 
ferred for a period of from six to eight weeks. More 
recently, 1,200 roentgens have been given to each of 
two fields followed by operation one or two weeks 
later. 

The importance of adequate preoperative prepa- 
ration is emphasized. No operation less extensive 
than an abdominoperineal resection with a perma- 
nent colostomy can be considered adequate. The 
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operation may be performed in one or two stages. 
Radon or radium-element needles are implanted in 
the base of the bladder or in other similar sites where 
adherence of the growth suggests the possibility of 
incomplete removal. The operative mortality for 
the abdominoperineal series was 19 per cent, but 
in the last 23 cases this has been lowered to 9 per 
cent. 

Some patients not considered suitable for surgery 
for systemic reasons, but nevertheless theoretically 
curable, are treated by radical irradiation. In such 
cases a higher total dosage of heavily filtered roent- 
gen irradiation is given and this treatment is supple- 
mented by the sigmoidoscopic interstitial implanta- 
tion of radium-element needles or radon. 

Of the growths operated upon, 80 per cent were re- 
sected; 16 per cent were found to be unresectable by 
reason of their advanced stage or the presence of 
metastases, and 4 per cent led to death following 
cecostomy for acute obstruction before resection 
could be attempted. Harowp C. Ocusner, M.D. 


Malbin, M., and Stenstrom, K. W.: Results of 
Treatment of 173 Cases of Carcinoma of the 
Rectum. Radiology, 1944, 42: 545. 


Eighty per cent of all cancers are in the large 
bowel and one-half of these are in the rectum. From 
20 to 81 per cent of the total number of cases of the 
latter are inoperable when first seen. 

The authors review a series of 173 cases of car- 
cinoma of the rectum, 117 of which were in males 
and 56 in females. One hundred and four of the 
patients (the inoperable patients plus 12 operable 
patients who refused surgery) had no surgery or 
simply a colostomy. The remaining 69 were treated 
surgically for cure. The latter group included 5 
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cases which were at first considered inoperable but 
improved to such an extent under irradiation that 
the lesions were later regarded as operable. 

The surgical procedure used in recent years has 
been the one-stage combined abdominoperineal re- 
section of Miles. The surgical cases which received 
irradiation were selected for it because of the im- 
possibility of complete removal of the tumor, or the 
presence of metastases, local or distant. 

The method of irradiation used in this group of 
patients has varied greatly. At the present time, 
400 kv. and a Thoraeus filter of 0.44 mm. of tin plus 
0.25 mm. of copper and 1.0 mm. of aluminum, with 
a half value layer of 4.0 of copper are being used. 
The target skin distance is between 70 and 80 cm. 
The treatments are delivered in divided doses 
through five ports: a single broad posterior, two an- 
terior oblique, and two lateral. Usually only one 
port is irradiated each day with 300 roentgens (in 
air). Treatments are given daily, except Sunday, 
and extend over a period of twenty-eight days. Local 
gamma-ray therapy is usually given at the conclu- 
sion of external irradiation; the calculations are 
made for a dose of 7,000 gamma-ray roentgens as 
a minimum. 

Of the patients treated by surgery for cure plus 
irradiation, 34 per cent survived five years or more. 
Of those treated without surgery or merely by a 
colostomy, 5 per cent survived five years or more. 
Although the mean life expectancy of untreated 
carcinoma of the rectum from the time of onset of 
the symptoms to death has been reported to be 
fourteen months, the patients who were treated by 
irradiation without operation lived for an average 
period of twenty-one months. 

Haroip C. Ocusner, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Safford, F. K., Jr., and Nathanson, M. B.: Clinical 

bservations on Tissue Temperatures; Patho- 

logical and Therapeutic Effects. Arch. Surg., 
1944, 49: 12. 


Studies on refrigeration anesthesia at the New 
York City Hospital revealed that cutaneous tem- 
peratures of from 40° to 50°F. and deep muscle tem- 
peratures of from 45° to 65° F. gave satisfactory 
anesthesia for amputations on the thigh. Three 
hours were required to obtain these temperatures; 
two hours when the effect of the tourniquet was 
added. 

Tissue temperatures below so F. for more than 
twelve hours may damage tissue when certain condi- 
tions are present. These conditions are: pathologi- 
cally or anatomically reduced circulation in the 
tissue exposed; a combination of pressure with cold, 
and subsequent rapid warming of refrigerated tissue. 

The addition of the effect of the tourniquet results 
in better anesthesia and probably with less danger of 
frostbite to the skin. The optimum temperature for 
prolonged therapeutic cooling is probably between 
60° and 80°F. Duration of the treatment may vary, 
according to the symptomatic picture, from minutes 
or hours to months. All types of lesions due to cold 
are best treated by cold with a cutaneous tempera- 
ture of 70°F. GerorcE A. Cottett, M.D. 


Roth, G. M., McDonald, J. B., and Sheard, C. S.: 
The Effect of Smoking Cigarettes and of Intra- 
venous Administration of Nicotine on the Elec- 
trocardiogram, Basal Metabolic Rate, Cutane- 
ous Temperature, Blood Pressure, and Pulse 
Rate of Normal Persons. J. Am. M. Ass., 1944, 
125: 761. 

Observations on 6 normal subjects yielded the fol- 
lowing results: 

1. When the subjects were resting in a supine posi- 
tion after smoking two standard cigarettes, or French 
ashless cigarette paper with standard tobacco, or 
standard cigarettes in the British cigarette filter- 
holder, the cutaneous temperatures of the extremities 
of all the subjects decreased. In contrast, when two 
corn-silk cigarettes were smoked there was little if 
any change of the cutaneous temperatures of the 
extremities. 

2. When fully clothed normal subjects were sitting 
or engaged in slow walking, the temperatures of the 
extremities also decreased to the same degree after 
the smoking of two standard cigarettes as while the 
subjects were in a resting, supine position. 

3. An increase of the basal metabolic rate occurred 
after the smoking of two standard cigarettes, whereas 
the rate decreased after the smoking of two corn-silk 
cigarettes. 


4. Consistent changes of the electrocardiographic 
tracing developed after the smoking of two standard 
cigarettes. The changes consisted of an increase of 
heart rate and a lowering of the amplitude of the T 
wave. Such changes were negligible after the smok- 
ing of corn-silk cigarettes. 

5. When saline solution was given intravenously 
previous to the intravenous injection of nicotine, 
there was at first a slight drop of the cutaneous tem- 
peratures of the extremities, but when nicotine was 
added to the solution the decrease was rapid and 
marked. After the injection of nicotine the electro- 
cardiographic tracing demonstrated a marked in- 
crease of heart rate and a lowering of the T waves 
even greater than that seen after the subjects had 
smoked two standard cigarettes. 

6. There was an increase of the blood pressure and 
pulse rate after either the smoking of two standard 
cigarettes or the intravenous injection of 2 mgm. of 
nicotine. After the smoking of two corn-silk ciga- 
rettes there was little or no change of the blood pres- 
sure and pulse rate. 

7. While some subjects may show a parallelism 
between hyperreaction to the cold pressor test and 
hypersensitiveness to tobacco, many other persons 
may hyperreact to one or the other alone. 


Aub, J. C.: A Toxic Factor in Experimental Trau- 
matic Shock. N. England J. M., 1944, 231: 71. 


The author and his coworkers attempted to deter- 
mine whether the state of shock produces a changed 
permeability of the body cells remote from the area 
of trauma; that is, whether the cells of organs such as 
the intestines and liver allow electrolytes and pro- 
teins to escape more freely than in a normal state. 
The experiments showed that the permeability of 
cells in the traumatized area is considerably altered, 
but they also showed other characteristics of fluid 
exchange that appear interesting and important. 

After prolonged shock one finds at autopsy that 
the intestinal mucosa is full of blood; this change is 
markedly increased by transfusions of plasma or 
blood, which indicates that the permeability of these 
capillaries has been altered by the shock state and 
that, therefore, they lose an abnormal amount of 
fluid. An abnormal circulation of body fluids may 
occur about the area of trauma. A considerable 
amount of fluid may exude from the edematous 
traumatized muscles, sometimes amounting to as 
much as 200 cc. in five hours. If this fluid is not with- 
drawn it migrates away from the traumatized area 
and some of it must be reabsorbed into the circula- 
tion. An accessory circulation of fluid is thus 
established. 

An investigation was made to determine whether 
the edematous fluid contained some factor which is 
toxic to the organism. The authors were convinced 
of a toxic element sometimes present in the sheath 


510 





rnp 2424 Aaa "0 oO 


TS 


= 3} 


MISCELLANEOUS 


fluid that exuded from anoxic muscles. These fluids 
proved to be shock-producing to dogs. The toxic 
molecule of this accumulation of muscle exudate is in 
the protein moiety, possibly in the gamma globulins; 
it is destroyed by heat and its effects are not due to 
certain enzymes liberated from the damaged muscle. 

Bacteriological studies soon made it clear that in 
spite of strict surgical precautions all the muscle 
exudates were infected, most of them with organisms 
of the gas-gangrene group, but others with coliform 
bacilli, and a few with the staphylococcus albus. The 
fluids that produced shock were those that had the 
highest concentrations of clostridia. When heavily 
infected muscle fluids were injected into recipient 
animals they produced profound shock if only one- 
third of the usual amount of fluid was given. The 
authors believe that the evidence is quite convincing 
that infection is the so-called toxic factor in traumat- 
ic shock in dogs. 

Any clostridia present in human wounds are intro- 
duced at the time of injury. War wounds have been 
shown to have more than 30 per cent contamination 
with clostridia, frequently without the appearance of 
detectable gas. Harowp C. Ocusner, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Gordon, R. M., Davey, T. H., Unsworth, K., Hellier, 
F. F., and Others. Control of Scabies by Use of 
Soap Impregnated with ‘‘Tetmosol.”’ Brit. M. 
J., 1944, 1: 803. 

Tetraethylthiuram monosulfide (tetmosol), when 
combined with soap in 5, 10, and 20 per cent dilu- 
tions, retains its sarcopticidal properties. 

In cases of rat scabies due to notoedres, tetmosol 
soap was shown to produce a local therapeutic effect 
when used daily or weekly, the local infection being 
cured in some cases and the mite population being 
reduced in others. 

Among cases of human scabies, 6 men suffering 
from sarcoptes-scabiei infection received from five 
to six baths with 20 per cent tetmosol soap on suc- 
cessive days; all were cured. A further series of 110 
men received three baths with 20 per cent tetmosol 
soap over a period of a week. All of these cases re- 
mained under observation for at least six weeks, at 
the end of which period 88, or 80 per cent of the men, 
were found to have been cured, and 22, or 20 per 
cent, to have had relapses. 

Although it has been shown that the repeated use 
of tetmosol soap cured a high proportion (80 per 
cent) of established cases of scabies, the soap is un- 
likely to supersede any of the standard methods em- 
ployed which result in more than go per cent cure. 
On the other hand, the simplicity of procedure in- 
volved.in supplying the patient with a tablet of soap 
and instructing him to use it when bathing suggests 
the possible value of the soap if it is used thera- 
peutically in communities which have become dis- 
organized as a result of war, and in which it is not 
practicable to employ standard methods of treatment. 
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In the case of clean rats heavily exposed to notoe- 
dres infection in their companions, washing the tail 
once weekly with 5 and ro per cent tetmosol soap 
was followed by a marked reduction in the number of 
mites developing in the skin as compared with con- 
trols washed with unmedicated soap. When 20 per 
cent tetmosol soap was similarly used once weekly 
the effect was more striking, 2 rats being completely 
protected against infection over a period of twenty- 
two days and the remaining rat developing only a 
very light infection. 

In contrast to the partial protection provided by 
weekly washings with tetmosol soap, the regular use 
of 5 per cent tetmosol soap twice daily on the tails 
of clean rats constantly in contact with companions 
suffering from severe notoedres infection gave com- 
plete protection to the treated area during periods 
of from twenty-five to thirty-six days (the duration 
of the experiment). Little or no protective action 
followed the use of unmedicated soap. 

It is considered that the results recorded justify 
the belief that the generalized use of tetmosol soap 
in an infected community would reduce the incidence 
of scabies by sterilizing some existing cases and by 
destroying the infection in freshly invaded persons. 
Such generalized use, however, will only be possible 
if it is found that a high incidence of dermatitis does 
not follow prolonged use of the soap. The incidence 
of dermatitis following the use of the soap for short 
periods was low, and it was low also among a small 
number of people who were tested after a prolonged 
period of use; but no estimate can be made of the risk 
of dermatitis until an extensive trial with many 
individuals has been carried out. J. M. Mora, M.D. 


Paul, J. R., Havens, W. P., and Van Rooyen, C. E.: 
Poliomyelitis in British and American Troops 
in the Middle East. Brit. M. J., 1944, 1: 841. 


The stool test as a confirmatory means of diag- 
nosis in clinical poliomyelitis has been used in 15 
cases of typical poliomyelitis, 17 atypical cases, and 
3 contacts, which occurred in British and American 
troops stationed in the Middle East during 1943. In 
9 of the 10 fatal cases of poliomyelitis the isolation 
of virus from stoo!s was accomplished. Negative 
findings were encountered in the remaining 5 (non- 
fatal) cases of poliomyelitis, 1 test being unsatisfac- 
tory, and negative results were likewise encountered 
in 20 “atypical’’ cases and contacts: 5 cases of polio- 
encephalitis, 6 cases of ‘“‘acute benign lymphocytic 
meningitis,’ 6 cases of neuritis, and 3 cases of polio- 
myelitic contact. The negative virus findings do not 
wholly exclude the possibility of poliomyelitis. 

Grivet and vervet monkeys, obtainable in East 
Africa, are highly susceptible to experimental infec- 
tion with poliomyelitis virus. J. M. Mora, M.D 


Poth, E. J., and Ross, C. A.: The Clinical Use of 
Phthalylsulfathiazole. J. Lab. Clin. M., 1944, 

29: 785. 
An extensive study covering 20 acylated sulfona- 
mides in an attempt to find substances which possess 
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antibacterial properties and are poorly absorbed 
from the alimentary tract has resulted in the synthe- 
sis and discovery of several compounds fulfilling 
these specifications. The first of these drugs of 
therapeutic value, succinylsulfathiazole, was de- 
scribed in 1941 by Poth and Knotts, having been 
synthesized by Miller, Rock, and Moore. 

This compound when administered by mouth pro- 
foundly alters the bacterial flora of the gastro- 
intestinal tract and the physical character of the 
stools. The use of this drug in the preoperative 
preparation of patients due for operations upon the 
large bowel brought the individuals to operation in 
excellent physical condition with the bowel emptied 
of fecal contents and nicely prepared for surgical 
treatment. The simplification of the bacterial flora 
of the gastrointestinal tract by the significant reduc- 
tion and frequent elimination of the coliform 
organisms, the clostridia, the bacteroides, and numer- 
ous other micro-organisms, offers considerable pro- 
tection against the development of fatal peritonitis, 
especially as emphasized by the studies of Meleney, 
Olpp, Harvey, and Zaytseff-Jern (1932) who demon- 
strated that the intraperitoneal inoculation of 
mixtures of bacillus coli, bacillus welchii, and alpha 
streptococci was ten to fifteen times as lethal as pure 
cultures of these organisms. The patients treated 


preoperatively with a drug like succinylsulfathiazole 
do well postoperatively, there having resulted no in- 
stances of peritonitis or locally detectable infection 
although operations were often performed on the 
open colon. These patients experienced a smooth 
convalescence with minimal gaseous distention and 
gas pains. 


Succinylsulfathiazole has been used for the treat- 
ment of bacillary dysentery with excellent results, 
first by Poth, Chenoweth, and Knotts (1942), and 
subsequently by numerous investigators. The most 
significant investigation was reported by Hardy, 
Burns, and De Capito, who showed this drug to be 
the most effective of the sulfonamides in preventing 
the development of carriers. 

The toxicity of succinylsulfathiazole is particu- 
larly low; this drug is probably the least toxic of all 
the effective sulfonamides which have been used ex- 
tensively. However, it should be repeatedly empha- 
sized that all members of this series of drugs can be 
expected to show toxic reactions and that these re- 
actions may indeed be serious if administered to a 
sensitized or highly susceptible individual. The in- 
. cidence of the more severe reactions is very low for 
succinylsulfathiazole. A single instance of agranulo- 
cytosis with a fatal outcome has been reported by 
Johnson (1943). It is not entirely clear that this 
complication was due to the action of succinylsulfa- 
thiazole, although it is true that the individual had 
previously been shown to have been sensitive to 
sulfathiazole. 

Poth and Ross (1943) reported experimental 
studies on phthalylsulfathiazole as an intestinal anti- 
septic. This compound, first synthesized by Moore 
and Miller in 1942, was shown to be from two to four 
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times as effective as succinylsulfathiazole in altering 
the coliform flora in the alimentary tract of the dog. 
When phthalylsulfathiazole was administered orally 
to dogs every four hours in doses varying from 0.04 
to 0.08 gm. per kilogram of body weight, the altera- 
tion of the coliform flora in the feces was comparable 
to that observed when 0.166 gm. of succinylsulfa- 
thiazole was similarly administered. This drug alters 
the physical character of the stools by reducing the 
fecal odor, but the feces are rendered less liquid than 
is the case following the administration of succinyl- 
sulfathiazole. This latter finding might be considered 
an indication that phthalylsulfathiazole would be 
more effective in the presence of diarrhea, and, 
consequently, be better suited to the treatment of 
the dysenteries; it may be a possible therapeutic 
agent for the treatment of cholera and the highly 
fatal, epidemic, neonatal diarrheas. 

On the basis of the evidence of bacteriostasis and 
of the low toxicity of phthaly]sulfathiazole obtained 
by the authors and by Mattis, Benson, and Koelle in 
various laboratory animals, the administration of the 
drug to man was begun in July, 1942. First, it was 
administered to individuals with normal alimentary 
tracts and then to persons with various gastro- 
intestinal lesions and disorders including carcinomas 
of the colon, ulcerative colitis, nonspecific diarrhea, 
and bacillary dysentery. 

When phthalylsulfathiazole is given to individuals 
with normal gastrointestinal mucosa in doses varying 
from 0.05 to 0.25 gm. per kilogram of body weight 
daily, divided into six equal portions and ad- 
ministered at four-hour intervals day and night, a 
marked lowering of the coliform population in the 
feces is effected. In comparing the effectiveness of 
phthalylsulfathiazole and of succinylsulfathiazole, it 
is shown that phthalylsulfathiazole possesses twice 
the bacteriostatic action as that shown by succinyl- 
sulfathiazole. Even when the smallest dose tested, 
0.0625 gm. per kilogram, is given once daily, the coli- 
form flora is lowered in count from 10’ to 10%. How- 
ever, this change represents a disappearance of 99.9 
per cent of the coliform bacteria initially present. 
These observations indicate that phthalylsulfa- 
thiazole may be better suited for prolonged ad- 
ministration as is required in the treatment of ul- 
cerative colitis, because it need not be given at such 
frequent intervals. Likewise, it may be found useful 
as a prophylactic measure when it is known that an 
individual is exposed to acute bacillary infections 
such as dysentery and possibly cholera, as has been 
suggested by Poth, Chenoweth, and Knotts in 
1942. 

In conclusion, it is logical, therefore, to anticipate 
that these drugs may exhibit individual bacterio- 
static properties dissimilar to each other as well as to 
those of sulfathiazole. Such dissimilarities may per- 
mit one to hope that various of the condensation 
products might possess individual properties and 
give these compounds a degree of specificity against 
different species and strains of bacteria. When com- 
pared as to their respective bacteriostatic activities 
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as shown by their ability to suppress the coliform 
organisms, phthalylsulfathiazole possesses, roughly, 
twice the activity of succinylsulfathiazole, and is as 
effective as the latter in one-half the dosage. In the 
absence of diarrhea and ulcerated lesions in the 
bowel, a single daily dose of phthalylsulfathiazole 
will effectively lower the coliform organisms in the 
feces. 

The vegetative forms of the clostridia are greatly 
reduced following the oral administration of phtha- 
lylsulfathiazole, and stools are rendered essentially 
odorless without ordinarily producing diarrhea. The 
drug is shown, likewise, to be an effective bacterio- 
static agent locally in the bowel, as is indicated by 
the alteration of the coliform bacteria in the presence 
of watery diarrhea. 

Preliminary trials of phthalylsulfathiazole in non- 
specific diarrheas, bacillary dysentery, chronic ul- 
cerative colitis, and for the preoperative preparation 
of the large bowel are presented. The drug appears 
particularly well tolerated by patients having ul- 
cerative colitis and is quite effective in inducing and 
maintaining prolonged remissions of the disease. 
Severe toxic manifestations have not been en- 
countered in patients with ulcerative colitis even 
though the therapy has been continued inter- 
mittently for several months. Phthalylsulfathiazole 
can be maintained in high concentration in the dis- 
eased alimentary tract of man with low concentra- 
tions of the drug in the blood. 

Joun E. Kirxpatrick, M.D. 


Gessler, C. N.: Deaths from Sulfonamides; A 
Clinical and Pathological Study, with a Report 
of 3 Cases. South. M.J., 1944, 37: 365. 


Although many fatalities resulting from the ad- 
ministration of sulfonamides have been reported in 
the literature, there have been few reports of autopsy 
studies on these patients. 

Two primary lesions believed to be due to the drug 
have previously been described: (1) a peculiar tubu- 
lar necrosis of the kidneys, and (2) focal necroses of 
various other organs, including the heart, lungs, 
liver, spleen, adrenals, kidneys, bone marrow, and 
lymph nodes. 

The tissues from 3 patients in whom death is be- 
lieved to have been due primarily to sulfonamides 
were studied. The major cause of death in all 3 cases 
was uremia, but in 1 case an acute interstitial pneu- 
monitis with hyaline membrane formation, not pre- 
viously described, was believed to be an important 
factor. In 2 of the cases, sulfathiazole was the drug 
used; in the third case, sulfadiazine was used. 

Thirty cases from the literature are reviewed and 
analyzed. SAMUEL Kaun, M.D. 


Welch, H., Price, C. W., Nielsen, J. K., and Hunter, 
A. C.: The Acute Toxicity of Commercial 
Penicillin. J. Lab. Clin. M., 1944, 29: 809. 


The large volume of clinical data collected during 
the relatively short time that penicillin has been used 
presents extremely strong evidence of the innocuous 
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nature of this drug. The clinical evidence has been 
obtained in a variety of diseases through the efforts of 
the Office of Scientific Research and Development in 
carefully organized clinical studies. Such an accom- 
plishment in normal times would have required years 
of effort by individual investigators. 

From the original studies of Chain, e¢ al. and 
Abraham, ef al., it has been apparent that even with 
relatively crude preparations there was little to indi- 
cate any contraindication to the use of penicillin in 
man. Later studies by Hobby, e¢ al., Herrell, e¢ al., 
Blake and Craige, and Rammelkamp and Keefer, 
have all substantially confirmed the fact that at least 
so far as penicillin sodium is concerned, little, if any, 
toxicity can be ascribed to this therapeutic agent. It 
is true that recently Lyons has reported an occasional 
(at present unexplained) sensitization, but such a 
“‘toxic”’ effect, if it may be so described, is apparently 
associated with individual idiosyncrasy rather than 
with penicillin itself. As pointed out by Lyons, no 
significantly harmful effects have been observed. 

In testing commercial penicillin for “‘toxicity,” a 
method has been used which involves the intravenous 
injection of mice with 100,000 units per kilogram of 
body weight. Five mice are injected and the product 
is considered satisfactory if none dies within a forty- 
eight-hour period of observation. In carrying out 
routine tests of this nature it soon became obvious 
that such a test does not measure the “toxicity’”’ of 
penicillin, but rather constitutes a safety test which 
is capable of eliminating only those products seri- 
ously contaminated with substances toxic for mice. 
In the assay of over 300 lots of penicillin sodium, 
produced for clinical use by fourteen different manu- 
facturers, none has failed to pass the safety test. 
Similarly, commercially produced penicillin calcium 
and penicillin ammonium were found to be satis- 
factory when tested by this method. A commercial 
preparation of penicillin magnesium, however, failed 
to pass the safety test, but in this instance the toxic- 
ity, as described in this report, was shown to be due 
to the cation rather than to penicillin itself. 

There is a wide variation in the acute toxicity of 
different manufacturers’ products. Some products 
are lethal for mice in concentrations of from 3,500 to 
5,000 units, while one manufacturer is producing 
penicillin sodium which is lethal only in doses ranging 
from 25,000 to 32,000 units. 

A comparison of commercial samples of penicillin 
calcium and penicillin sodium made from a single 
master lot showed the calcium salt to be by far the 
more toxic preparation. The greater toxicity of the 
calcium over the sodium salt of penicillin should not 
discourage its clinical use in man. The toxicity of 
the penicillin calcium is primarily caused by the 
cation. 

The toxicity of high potency samples of penicillin 
sodium and high or low potency samples of penicillin 
magnesium is primarily due to the cation used in 
producing these preparations. Similarly, the cation 
contributes substantially to the toxicity of penicillin 
ammonium. Joun E. Kirkpatrick, M.D. 
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DUCTLESS GLANDS 


McGregor, J. K.: Thiouracil and Its Effects upon 
Hyperthyroidism. Canad. M. Ass. J., 1944, §1: 37. 


The author states that thiouracil is more useful 
than iodine in controlling hyperthyroidism. He fur- 
ther states that a certain group of patients with 
hyperthyroidism may not have to be subjected to 
thyroidectomy. As only 1 case of his 9 has been 
operated upon, he has accepted the opinion of others, 
that the gland is not involuted and the operation is 
made easier with the administration of iodine. 

J. M. Mora, M.D. 


Martin, E. M.: Thiouracil in the Treatment of 
Hyperthyroidism. Canad. M. Ass. J., 1944, 51: 
39- 


Six cases of thyrotoxicosis which were treated 
with 2-thiouracil showed a decreased metabolic rate 
and improved clinical findings. One case of nontoxic 
adenoma of the thyroid, however, showed no effect 
of the treatment. J. M. Mora, M.D. 


Watson, E. M., and Wilcox, L. D.: Thiouracil in the 
Treatment of Thyrotoxicosis. Canad. M. Ass. J., 
1944, 51: 29. 

In g of 11 patients with thyrotoxicosis treated 
with thiouracil for comparatively short periods of 
time, the results were favorable as indicated by 
relief of the thyrotoxic symptoms, an increase of 
body weight and blood cholesterol, and ‘a reduction 
of the organic iodine of the blood. Diminution of 
the size of the goiters did not occur. The failure of 
response to the treatment in 1 of the cases may have 
been related to previous iodine medication. No toxic 
reactions or any such undesirable effects were en- 
countered as a result of the use of the drug. 

J. M. Mora, M.D. 


Williams, R. H., and Clute, H. M.: Thiouracil in 
the Treatment of Thyrotoxicosis. N. England 
J. M., 1944, 230: 657. 

The authors report the effects of thiouracil in the 
treatment of 72 thyrotoxic patients. Sixteen patients 
were under treatment for more than six months, 35 
for more than four months, 48 for more than two 
months, and 24 for less than two months. Reduction 
of the basal metabolic rate was more rapid in pa- 
tients with the highest initial metabolism (from 55 
to 89 per cent); in these patients the average basal 
metabolic rate reached normal in about six weeks, 
while in patients with lesser degrees of thyrotoxico- 
sis, the normal was reached in from eight to twelve 
weeks. In all cases little gain in weight was observed 
earlier than four weeks, but a rapid increase in 
weight was observed after the fourth week up until 
from the twelfth to the sixteenth week. 

Recent or concomittant iodide treatment was 
associated with a less rapid response to thiouracil. 
Protein-bound iodine determinations were made in 
a few patients. In each, a definite decrease was ob- 
served as the basal metabolic rate declined. The size 


of the gland decreased in most patients, but in 11 
there was an increase. Ocular changes became more 
prominent in 5 patients during thiouracil treatment. 

After the basal metabolic rate had reached a nor- 
mal level, the administration of desiccated thyroid 
was followed by disappearance of the eye signs, 
supposedly through an effect of the thyroid admin- 
istration on the pituitary gland. One patient de- 
veloped severe agranulocytosis, but recovered upon 
treatment with pentnucleotide and crude liver 
extract. 

Other complications were morbilliform rash, urti- 
caria, painful swollen joints, edema of the limbs, and 
fever. The skin complications disappeared in spite 
of continued treatment. The edema was believed to 
be due to the retention of sodium, chloride, and water 
caused by the thiouracil. 

Thyroidectomy was performed on 22 thyrotoxic 
patients after they had been treated with thiouracil. 
The glands were firmer but more friable than normal; 
there was a marked scarcity of colloid; the cells were 
tall and columnar; and there was an increase in fibro- 
blasts and lymphocytic clusters. The amount of thy- 
roxin iodine in the glands was below that in normal 
glands. More colloid was seen in the glands of pa- 
tients who were receiving combined iodine and 
thiouracil therapy, and these glands contained more 
thyroxin iodine. Thiouracil was thought to act di- 
rectly on the thyroid gland, and to decrease the 
formation of thyroid hormone. 

The dose of thiouracil varied from o.2 to 1 gm. 
daily, with most patients receiving from 0.4 to 
0.6 gm. CuInTON H. TurEnes, M.D. 


St. Johnston, C. R.: Toxic Reaction to Thiourea; 
Report on 3 Cases. Lancet, Lond., 1944, 247: 42. 


Seven patients with hyperthyroidism were treated 
with thiouracil preparations and 3 of these developed 
toxic reactions. Thiourea or thiouracil caused py- 
rexia, enlargement of the spleen, a leucopenia with 
a relative monocytosis, and a maculopapular erup- 
tion. The amount of drug given was 3 gm. daily and 
the reaction usually became manifest after the sixth 
day of treatment. All signs and symptoms dis- 
appeared when the drug was withdrawn. It is not yet 
established that the urea portion of the thiouracil is 
the causative agent of the reactions because all other 
preparations of which urea is a component are usu- 
ally innocuous. BENJAMIN G. P. SHarirorr, M.D. 


Alexander, H. B., Pemberton, J., Kepler, E. J., and 
Broders, A. C.: Functional Parathyroid Tu- 
mors and Hyperparathyroidism. Clinical and 
Pathological Considerations. Am. J.Surg., 1944, 
65: 157. 

There have been many reports of nonfunctioning 
malignant parathyroid tumors and of functioning 
parathyroid adenomas. However, there have been 
only 7 previous reports of functioning malignant 
parathyroid tumors which produced hyperparathy- 
roidism. In this article, 14 cases of clinical hyper- 
parathyroidism, proved to be due to functioning 
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parathyroid tumors, are presented. In 2 cases the 
termination was fatal, while in 12 the results of 
operative treatment were excellent. 

Stress has been laid on the widely divergent clini- 
cal pictures which patients who have hyperpara- 
thyroidism may present. It has been shown that any 
one symptom or sign—clinical, laboratory, or roent- 
genological—should not be regarded as decisive. 
Single findings of concentrations of calcium less than 
12.5 mgm. per 100 cc. of serum were encountered in 
30.8 per cent of cases of proved hyperparathyroidism. 
Attention has been drawn to the importance of bear- 
ing in mind the relation between the serum protein 
level and the serum calcium level. 

Depression of the value for serum phosphorus, 
measured as inorganic phosphate, is the rule in the 
cases without gross impairment of renal function. 

The serum alkaline phosphatase level is elevated in 
proportion to the degree of involvement of bone. 

The Sulkowitch test provides a rough estimate of 
the existence or nonexistence of excess urinary excre- 
tion of calcium. Considered alone, it is not diagnostic 
of hyperparathyroidism. 

The changes of bone in hyperparathyroidism ap- 
pear to be an index more of the duration of the dis- 
ease than of its severity. 

According to the authors’ experience, the incidence 
of renal lithiasis in hyperparathyroidism is about 
60 per cent. 

In 13 (92.8 per cent) of the 14 cases here presented 
the tumor showed cytologic evidence of malignancy. 
Two of these cases have been reported previously. 

No correlation was found to exist between the 
weight of the tumor and the degree of hyperparathy- 
roidism as measured by the concentration of calcium 
in the serum before operation. 

The average weight of the tumors was 18.2 gm. 
They were encapsulated, and usually brown. Four 
(28.6 per cent) were in the mediastinum, 3 being in 
the posterior mediastinum and 1 in the anterior 
mediastinum. 

Cytologic evidence of malignancy was seen in chief 
cells, oxyphil cells, and wasserhelle cells. Such evi- 
dence included irregularity of the size and staining 
power of the nuclei, a densely staining chromatin net- 
work, giant nuclei, mitotic figures, pathological mi- 
toses, prominent nucleoli, irregular cellular arrange- 
ment, and invasion of the capsule and blood vessels 
by tumor cells. 

The type of cell predominating in the tumor did 
not appear to affect the clinical picture. 

Stress has been placed on the necessity for com- 
plete operative removal of parathyroid tumors. 


Lurie, L. A.: The Endocrine Factor in Homo- 
sexuality. Report of Treatment of 4 Cases 
with Androgen Hormone. Am. J. M. Sc., 1944, 
208: 176. 

It is now realized that homosexuality is very wide- 
spread among all classes of society and furthermore 
that it is apparently on the increase. According to 
some authors, its increase seems to have paralleled 
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the growth of civilization. Thus, Kinsey states “that 
something between one-fourth and one-third of all 
the males in any mixed-age group has had some 
homosexual experience.”” Among primitive peoples 
homosexuality appears to be almost nonexistent. 

Various theories have been presented to explain 
homosexuality. The explanations proposed have 
varied from the purely physical to the purely psycho- 
logical. Krafft-Ebing believed in the hereditary 
basis, while Hirschfeld proposed a “psychoglandu- 
lar’ condition as the underlying factor.. Freud 
postulated still another theory: namely, that homo- 
sexuality in substance was the result of an imperfect 
or abnormal solution of the Oedipus complex and 
castration complex in the case of the boy and of the 
Elektra complex in the case of the girl. Many of 
Freud’s disciples have suggested considerably differ- 
ent views. However, they all agree that the psycho- 
dynamic approach to the study of homosexuality 
tends to show the importance of the psychosexual 
experiences of childhood in determining the future 
sexual behavior of adolescents and adults. 

Homosexuals have been usually divided into two 
broad groups, overt and latent. Probably a better 
classification and one that might avoid some of the 
criticisms directed at the purely psychoanalytical 
concept of homosexuality is that of innate or ac- 
quired. The psychopathology of acquired homo- 
sexuality may be correctly explained on the psycho- 
analytic basis as outlined by Freud and his disciples. 
The condition of the innate homosexual, on the other 
hand, can be best explained on the basis of the 
presence of a somatic factor in the form of an endo- 
crine disorder. 

In the case of the innate homosexual, the endocrine 
factor is predominant. As a result of the endocrine 
dysfunction, the individual develops abnormally 
both structurally and functionally. His physiological 
and psychological functionings become markedly 
disturbed with resultant distinctive abnormal be- 
havior. The direct effect of the endocrinopathy, 
therefore, is to cause the individual to stand out as 
a sexual deviate. However, in addition to these 
direct effects, there may be indirect effects which 
may still further modify the individual’s behavior 
and personality. These indirect effects are de- 
pendent upon the individual’s emotional reactions 
to his own deficiencies. How the individual will react 
in such a case will naturally depend upon his previous 
emotional and social experiences. Hence, no two in- 
dividuals will necessarily react in the same manner 
to the same defect. 

The fact that there is usually a diminution in the 
secretion of the androgen hormone in male homo- 
sexuals has strengthened the belief of the importance 
of the role of the endocrine factor in the causation of 
homosexuality, and has given impetus to the possible 
therapeutic value of the male sex hormones in the 
treatment of such cases. 

The need for the psychosomatic approach to the 
study of homosexuality is demonstrated in the 4 
cases that are presented. 
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If we employ the suggestion of dividing homo- 
sexuals into two groups, the innate and the acquired, 
it will be seen that these 4 cases can be classified as 
innate homosexuals. Only one of them had resorted 
to overt homosexual practices before treatment was 
commenced. The homosexual trends and drives of 
the other 3 were obvious and unmistakable. Obvious 
also was the fact that their innate homosexual drives 
were due to endocrine dysfunctions. As a result of 
disturbed gonadal secretion, the boys failed to de- 
velop normally both structurally and functionally. 
Their resultant behavior was such that it stamped 
them as sexual deviates of the homosexual type. 
This represented the immediate and direct effects of 
the endocrinopathy upon behavior and personality. 

In addition to these direct effects, however, there 
were indirect effects which varied in each case. 
These indirect effects on the patient’s behavior and 
personality were due to their emotional reactions to 
the awareness of their own physical shortcomings. 

In all 3 cases, treatment with testosterone pro- 
pionate brought about both structural and func- 
tional changes with resultant disappearance of both 
the direct and indirect effects, and the development 
of normal masculine attitudes and trends. 

Similar results were obtained in Case 4. In this 
case, as a result of treatment with androgen hor- 
mone, the latent homosexual trends were gradually 
converted into normal heterosexual equivalents. 

Joun E. Kirexpatricx, M.D. 


Perera, G. A., Knowlton, A. I., Lowell, A., and Loeb, 
R. F.: Effect of Desoxycorticosterone Acetate 
on the Blood Pressure of Man. J. Am. M. Ass. 
1944, 125: 1030. 

The effect of desoxycorticosterone acetate and of 
sodium chloride on the blood pressure, blood volume, 
and sodium concentration of the blood has been 
studied in comparable groups of patients with Addi- 
son’s disease. The effect of these substances has also 
been studied in a group of patients without adrenal 
disease and without an underlying disturbance of 
electrolyte and water metabolism. 

Of 15 patients treated with salt alone, 11 were men 
and 4 women, with a mean age of thirty-seven years. 
The average period of treatment with salt alone was 
more than three years. All these were maintained in 
electrolyte balance on daily oral doses of sodium 
chloride in excess of that in the diet. No significant 
hypertension developed in any of these patients. The 
cold pressor test was carried out in 6 of this group; 
the results were negative in 3, equivocal in 1, and 
positive in 2. 

Of a group of 24 patients receiving desoxycorticos- 
terone acetate, 17 were males and 7 females. The 
mean age was thirty-five years. The average period 
of observation was two years. In this series re- 
peated blood-pressure readings in excess of 140/90 
were observed in 12 patients. An additional patient 
had such a blood-pressure level at the time of her last 
visit only. There were 8 patients who gave no his- 
tory, and who presented no sign or symptom which 
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suggested previous or coincidental cardiac, vascular, 
or renal disease. Hypertension developed at different 
lengths of time after the start of desoxycorticosterone 
acetate therapy, but the time of its appearance could 
be measured in weeks or months rather than in days. 
Cold pressor tests were positive in 3 of 6 patients 
who did not develop hypertension after prolonged 
treatment with desoxycorticosterone acetate. In 5 of 
the group who exhibited abnormal increase in blood 
pressure, the cold pressor test was positive, in 3 
equivocal, and in 1 negative. 

A study was made of 3 young males without 
hypertension and without evidence of cardiac, renal, 
or adrenal disease. The study was divided into four 
periods: (1) a two-week control period, (2) a two- 
week period of high salt intake (10 to 20 gm. daily in 
the form of enteric-coated sodium-chloride tablets), 
(3) seven weeks during which each patient received 
daily 10 mgm. of desoxycorticosterone acetate sub- 
cutaneously, plus varying amounts of salt (from o to 
10 gm. of enteric-coated sodium-chloride tablets), 
and (4) a final period of three weeks immediately fol- 
lowing the withdrawal of desoxycorticosterone ace- 
tate and extra salt. 

In both the control period and the period of salt 
administration without desoxycorticosterone ace- 
tate, no significant change in the blood-pressure level 
or body weight was noted. After about two weeks on 
desoxycorticosterone acetate, all 3 patients showed a 
progressive elevation of the blood pressure, and 2 had 
gained a small amount of weight. Only 1 subject 
developed symptoms, with the complaint of severe 
headaches during the last few weeks on desoxycorti- 
costerone acetate, the appearance of a subconjunc- 
tival hemorrhage, and a rise in blood pressure to 
160/108 during the final week. In the final period 
following the discontinuance of desoxycorticosterone 
acetate and salt administration, the blood pressure 
returned rapidly to control levels and each of the 
3 patients lost a few pounds of weight. These find- 
ings confirm earlier observations suggesting that this 
hormone may have an effect on the blood pressure. 
The mechanism is not clear but there is no evidence 
in the group studied that it leads to progressive 
arteriolar changes such as may occur in hypertensive 
vascular disease. 

The development of hypertension cannot be as- 
cribed to the restoration of the electrolyte and fluid 
balance to normal in patients with previous adrenal 
insufficiency. The increase in blood pressure ob- 
served is apparently dependent on an abnormally 
labile peripheral vascular system as measured by the 
cold pressor test. Harotp C. Ocusner, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Jéquier-Doge, E., and Chapuis, J. P.: The Early 
Diagnosis of Multiple Myeloma (Le diagnostic 
précoce du myélome multiple). Rev. méd. Suisse 
rom., 1944, 54: 145. 


Multiple myeloma, or, more properly speaking, 
plasmocytoma, has been known since 1873. It begins 
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insidiously, and generally the diagnosis is not made 
until late, the literature indicating that it is usually 
not diagnosed until the third year. The patients are 
from thirty to sixty years of age. The cell from which 
the tumor originates is the plasmacytoma of the bone 
marrow. Metastases may occur anywhere in the 
body but are particularly frequent in the bones. 
Treatment is symptomatic only. Roentgen irradia- 
tion helps only by bringing about regression of metas- 
tases which are causing pressure, particularly on the 
nerves. 

Roentgen diagnosis cannot be made until patho- 
logical fractures occur, which is late in the disease. 
Nor does the blood count help much as it shows 
nothing but an ordinary anemia. However, since 
puncture of the sternum was introduced in 1929 an 
accurate diagnosis can be made earlier, as this shows 
many plasmocytes, of which the majority have lost 
their usual size and shape They often contain many 
nuclei. Photomicrographs of the histological findings 
in such sternal punctures are shown. A physicochem- 
ical examination of the blood is of more value in 
diagnosis than a blood count. It usually shows hyper- 
proteinemia with inversion of the proportion of al- 
bumin to globulin, increased viscosity of the blood, 
and increased rapidity of sedimentation of the eryth- 
rocytes, often to more than 100 mm. the first hour; 
Takata’s reaction is strongly positive. Bence-Jones 
albumosuria occurs in about 80 per cent of the cases, 
but it is inconstant and does not appear until late. 

Three typical cases are described, all in men about 
thirty years of age. The disease occurs much more 
frequently in men than in women. The first patient 
was under medical control for four years before 
pathological changes were seen in the bones, and the 
second for two and one-half years. Early diagnosis of 
multiple myeloma by roentgen examination is there- 
fore impossible. AuprEy G. Morcan, M.D. 


Highman, B.: A Mixed Tumor of the Salivary- 
Gland Type on the Left Hand. Arch. Paith., 
Chic., 1944, 37: 387. 

Highman reports a mixed tumor of the salivary- 
gland type which occurred on the lateral surface of 
the left hand of an eighty-year-old Indian man. 
Ten similar tumors occurring elsewhere than on the 
head and neck were collected from the literature. 
All of them were on the extremities, 6 being on the 
hands. Trauma is suggested as a possible predis- 
posing factor. 

The author supports the view that these tumors 
are essentially epithelial in origin and possibly de- 
rived from sweat glands, and that the stromal por- 
tions, particularly the cartilaginous and myxomatous 
tissues, are epithelial products. 

STEPHEN A. Z1IEMAN, M.D. 


Schrek, Robert: The Racial Distribution of Can- 
cer. Epithelial Tumors of the Skin, Lip, and 
Breast. Cancer Res., 1944, 4: 433- 


The racial distribution of cancer was studied by 
analysis of data from (a) the records of Edward 


Hines, Jr., Memorial Hospital, (b) the U.S. Public 
Health Survey on the prevalence of cancer, and 
(c) the Mortality Statistics of the United States. 

Carcinoma of the exposed skin and of the lip, and 
keratosis of the skin, included a very low percentage 
of colored patients. Carcinoma of the covered skin, 
however, gave approximately the same percentage of 
colored patients as the control group. 

Cancer of the breast in the male gave a very high 
percentage of colored patients. The percentage of 
colored patients with tumor of the breast in the female 
was slightly elevated. BENJAMIN GOLDMAN, M.D. 


EXPERIMENTAL SURGERY 


Greene, H. S. N., and Lund, P. K.: The Heterologous 
Transplantation of Human Cancers. Cancer 
Res., 1944, 4: 352. 


The capacity of some human tumors to survive 
and to grow in the anterior chambers of the eyes of 
animals of alien species was reported by the authors 
in a previous article. The failure of later attempts 
to transplant morphologically benign tumors in this 
manner suggested that heterotransplantability might 
be a characteristic property of cancer. Accordingly, 
a series of experiments was instituted in an attempt 
to investigate this suggestion and, although the re- 
sults to date are confirmatory, the group of benign 
tumors tested is not yet sufficiently inclusive to 
allow generalization. The report is concerned with 
the primary transplantation of ro cancers. 

The ability to grow cancer in lower animals affords 
an approach to many problems associated with 
human tumors. After successful primary trans- 
plantation the cancer can be carried by serial passage 
to new generations of animals and subjected to a 
variety of investigations not permissible during resi- 
dence in the human host. It should be emphasized 
in this connection that after preliminary growth in 
the anterior chamber, transfer to other body regions 
is readily effected. 

A series of 10 human cancers, including a fibro- 
sarcoma of the chest wall, an adenocarcinoma of 
salivary gland tissue, a chondromyxosarcoma of the 
larynx, a malignant melanoma, an epidermoid car- 
cinoma of the buccal mucosa, an adenoacanthoma 
of the urethra, a mammary fibrosarcoma, an undif- 
ferentiated carcinoma of the lung, and a chordoma, 
have been successfully transferred to the anterior 
chambers of the eyes of guinea pigs. The transplants 
grew progressively in the alien host and bore a close 
histological resemblance to the original tumors. 

JoserH K. Narat, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 
Shimkin, M. B.: Medical Education in the Soviet 
Union. Am. Rev. Soviet Med., 1944, 1: 465. 


It is difficult to evaluate medicine in the Soviet 
Union correctly without taking into account the 
history and social philosophy of the country. Since 
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the revolution of 1917, the Soviet Union has under- 
gone profound changes. Many of the basic concepts, 
however, have not been altered. The goal of medical 
care, the preservation of health of all its citizens, has 
never been relinquished. Methods of attaining it, on 
the other hand, have been modified and altered in 
several instances. These changes are well exemplified 
in the field of medical education. 

The chief objective of medical education is to 
obtain an adequate supply of well trained physicians 
for the entire population. A centralized plan under 
the complete direction of physicians appears to 
facilitate this accentuated production of personnel. 
Medical schools are separate from the universities, 
and the essential collaboration of clinical medicine 
with the basic sciences depends more upon contacts 
between instructors and research workers than upon 
the administrative format. 

The history of medical education in the Soviet 
Union is one of great expansion, with continually 
rising standards as material resources increase. On 
the basis of the educational plan and the time de- 
voted to it, it seems that premedical education is 
below American prewar standards. A plan has al- 
ready been laid, however, to increase the postwar 
medical course to six years, with particular strength- 
ening of the preclinical sciences and general educa- 
tion. This plan was formulated in 1938 and was to 
have gone into effect in 1941, when the war inter- 
vened. 

The general curriculum of the medical schools 
does not differ significantly from the American 
plans. There is greater emphasis on hygiene and 
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sanitation, and a lesser number of hours is devoted 
to obstetrics and gynecology. This is compensated 
for by emphasis on these subjects during the practi- 
cal work courses. The marked differences between 
the three faculties of medicine that existed in the 
1930 plan have been reduced and are now of rela- 
tively minor importance. The trend has obviously 
been toward elimination of specialization during 
undergraduate medical training. 

No formal plan is made for an intern year. After 
graduation, the best students may receive further 
training as residents in hospitals, or they may enter 
research institutes. The better students are assigned 
to districts in which they have to rely on them- 
selves; others act as assistants to experienced physi- 
cians. 

It is interesting and significant that the Soviet 
plan of medical education, after radical innovations 
in 1930, has returned gradually to the ideas followed 
in the United States. Group studies, complex 
courses combining many phases of medical science, 
great emphasis on hygiene and sanitation at the 
expense of courses in therapy, undergraduate spe- 
cialization, and the elimination of examinations have 
all been tried and found wanting. Apparently four 
years is the minimal time in which an adequate 
medical education can be acquired, and the com- 
pression of courses into an accelerated program was 
not successful in the Soviet Union. These and other 
experiences in Soviet medical education should be 
examined and evaluated when similar plans are sug- 
gested in our own country. 

GeorceE A. CoLtett, M.D. 





